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A NATIONAL HEALTH SERVICE 
REPORT OF THE COUNCIL OF THE: B.M.A. TO THE REPRESENTATIVE BODY* 


The Council of the British Medical Association puts forward, for the consideration of the profession, the following 
draft statement of policy on the Government’s White Paper on a National Health Service. It is intended that this 
statement should be the basis of discussion at meetings of the whole profession called by the Divisions throughout 
the country. At such meetings, which will be open to members and non-members of the Association alike, loca! 
professional opinion on this draft report should be expressed in the form of resolutions and instructions to Repre- 
sentatives at the Annual Representative Meeting to be opened on July 18, 1944. 

There is appended to this report the replies of the. Minister'of Health to a series of questions put to him by the 
Representative Committee in order that the profession might have some fuller details on certain points before formu- 
lating its statement of policy. The Representative Committee has taken and is taking no other steps, and no 
negotiations will start until after the Representative Meeting in July. The statement in the form finally approved 
by the Representative Body will constitute the framework within which the Association’s representatives on the 


negotiating body will act. 
Representative Body before the Association is committed 


SOME GENERAL CONSIDERATIONS 


1. The Government has put forward its first thoughts on 
a Nationa! Health Service in the form of a White Paper, asking 
that there shall be constructive criticism of them “in the 
hope that the legislative proposals which they will be sub- 
mitting to Parliament may follow quickly and may be largely 
agreed.” In response to this invitation the Association 
examines critically the spirit and form of the proposals put 
forward, and then proceeds to submit its own plc... It recog- 
nizes that criticism must be constructive, and relies on the 
Governments assurance that the proposals put forward are 
provisional only, and that they can be remoulded in the light 
of constructive criticism. 

2. The medical profession is in complete agreement with the 
Government's aim to ensure that every man, woman, and child 
should be able to obtain all the advice and treatment and care 
which they may need in matters of health, and that the country’s 
full resources are brought to bear upon reducing ill-health and 
promoting good health in all its citizens. The profession, 
particularly in the last quarter of a century, has again and 
again pressed upon the Government of the day developments 
and amplifications of health provision to this end. That 
pressure has been almost without avail. For example, the 
Interim Report of the Consultative Council on Madical and 
Allied Services (the Dawson Report) in 1920 outlined a 
scheme of primary and secondary health centres; the British 
Medical Association in 1930 and again in 1938 published its 
“General Medical Service for the Nation” which recom- 
mended the integration and co-ordination of the medical 
services ; and in 1942 the Medical Planning Commission issued 
a Draft Interim Report which made further proposals for the 
teorganization of the medical services. All these documents 
were submitted to the Government for consideration. 

3. The introduction to the Government White Paper on “A 
National Health Service” opens with the words: “The 
Government have. announced that they intend to establish a 
comprehensive health service for everybody in this country.” 
The emphasis in this opening sentence is on Health. One might 
expect this preamble to be followed by a description of the 
Measures to be taken to promote and maintain the health of 


* Members should keep this number of the Journal and the 
Supplement, which contains the Annual Report of Council. 











Report of Council on this and other subjects will be found 


A report from the negotiaférs will be submitted to an Annual or Special Meeting of the 


to any course of action. The remainder of the Annual 
in the Supplement this week. 


the individual. The emphasis, however, shifts to sickness. It 
is a medical rather than a health service with which the Govern- 
ment appears to be really concerned—a service which is “an 
essential part of any wider proposals for social insurance which 
may be put into operation.” 

4. It is natural that public interest in health should be 
heightened in time of war. But it is ironical that the Govern- 
ment should begin to display a lively interest in organizing 
medical services on particular lines at a time when the medical 
profession and its organizations are almost wholly preoccupied 
with the problems of war, including the recruitment of doctors 
to the Forces. The doctors in civilian practice are greatly 
diminished in numbers as a result of recruitment to the Torces, 
and heavily overworked in consequence. Many of the younger 
and more active members of the profession who are vitally 
concerned with these proposals are in the Services, and effective 
consultation with them is exceedingly difficult. 

5. A controversial issue has been raised at a time when the 
energies of the profession, like those of the whole community, 
should be directed to one objective—the winning of the war. 
It is recognized that housing and employment are social issues 
of first importance which should be faced in advance of the 
return of peace. But it is idle to suggest that the recasting of 
the form of health services cannot wait until there is time and 
opportunity to give them the care and thought they merit, 
and until our colleagues in the Forces are back in our counsels 
and their practices. There is suspicion, not without basis, 
that these proposals found their first inspiration in a desire 
to control an independent profession in order to control medical 
certification and so the outgoings of a Social Security Fund. 

6. To agree upon the objects of national reconstruction in 
the field of health is not necessarily to approve the methods 
or the time-table’ proposed. Similarly, controversy on the 
working out of the plan need not obscure’the fact that the 
ideal of a healthier people is, and always has been, .the ideal 
of the medical profession. Our profession is rightly proud 
of its past and present contribution to human knowledge and 
happiness, its zeal and progress in scientific research, and the 
high standards it has imposed upon itself in ifs daily work. 
Nor need it apologi.e for claiming a prominent place in 
advising the Government on the paths to be followed and the 
methods to be employed in achieving this ideal of better health. 

4349 
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There is a tendency in some quarters to foster the illusion that 
there is nothing good in the free institutions and the free 
professions of this country—an attitude usually accompanied 
by a belief in organization as the remedy for all our troubles. 

7. Health is not mainly a question of medical services. The 
public must not be misled into believing that good health 
depends chiefly upon hospitals or clinics or doctors, or bottles 


of medicine, or indeed upon organization. Among the prin- . 


cipal factors which determine a people’s health are sanitation, 
provision of public water, housing, nutrition, conditions in 
factory and office, facilities for recreation, and education. Here 
is ample room for improvement, and for action by the State. 

8. An individual’s health depends in part on his or her own 
efforts, on healthy living, on a right attitude towards health and 
disease. In the field of health education there is still much to be 
done, if only to compete with that type of disease education 
which this country, like few gthers, allows, in the shape of 
patent medicine advertisement. 

9. The work of doctors is conditioned by the state of medical 
knowledge. Investigation and research are the life blood of 
medical practice. The discovery of penicillin is likely to prove 
of more importance to the people of this country than all the 
health centres and all the intricacies of organization. The 
State’s attitude to medical research may be judged by the fact 
that its official annual contribution to this work is a mere 
quarter of a million pounds! This is an indication of what 
a Treasury-conditioned outlook means. 


10. The State is rightly concerned with problems of environ- 
ment and prevention, with communicable disease, and with 
some forms of institutional provision. Another function of the 
State is to co-ordinate good existing facilities for the preven- 
tion and treatment of disease, whether they have evolved as a 
result of State or of independent action. Under its aegis much 
can be done which might otherwise remain undone. 


11. To-day there are overlapping of organization, incoordina- 
tion of effort, and gaps in service. These should be remedied 
by co-operative action between the State and the profession, 
and not by the assumption by the State of control of an expert 
field and those who work in it. The record of the State in 
health and medical matters contains little to justify the sugges- 
tion that either the Ministry of Health or local authorities are 
sufficiently equipped with knowledge and experience to assume 
so vast and so potentially dangerous a responsibility. 

12. The medical profession has developed, over the centuries, 
as an independent profession. It has imposed upon itself 
strict standards, and the whole foundation of its work has been 
built in an atmosphere of intellectual and scientific freedom. 
Doctors have jealously fought for their freedom to think and 
to work in their own way, to hold views which seem to them 
right, and to practise their profession as they deem to be in 
the best interests of their patients. They must preserve their 
freedom to criticize the scientific work of their fellows and 
the organizations in which they work. The doctor’s first 
allegiance is to his patient, and there has grown up a concep- 
tion of a doctor-patient relationship which is confidential and 
wholly personal. Doctors are not prepared to sacrifice these 
things, and it is not in the public interest that they should 
be asked to do so. They are not prepared to substitute obedi- 
ence to the State for loyalty to the patient. 

13. In examining or promulgating any plans for a compre- 
hensive medical service the medical profession will resist any 
control by the State, either political or administrative, which 
is inconsistent with their intellectual and professional freedom. 
They fear political influence in medical matters. They fear 
bureaucracy and red tape. They fear subservience of the 
clinical to the administrative. Theirs is essentially human work, 
related to human values, and they fear that it is likely to be 
submerged in a ‘iservice.” 

14. It js not enough to promise that there shall-be no inter- 
ference with the doctor-patient relationship, or that there shall 
be no regimentation of the profession. The plan must of 
itself, by the nature of its arrangements and provisions, ensure 
that there shall be no risk or chance of such interference or 
regimentation. And any plan must be free from features which 
suggest that the attack on these essential freedoms may be 
insidious and delayed rather than obvious and immediate. 





« 9 KS 
15. It is in the light of these ccnsiderations that the A: 
tion has examined the White Paper. It is inclined to 
that the inspiration of the Government's document is politi 
rather than medical. It certainly detects in that ened Aeel 
fatalists call a “ trend of the times,” a move toward; a pj _ 
and deliberate central control by the State. Panped 
16. The Association believes that in so far as the 
engages in the planning of health services it should plan 
framework within which individuality and independence ; 
flourish. The State should not seek to do for the People ae 
they can do for themselves. It should not unnecessarily }j r° 
their freedom of choice or thought or action. It should de 


what is necessary, but refrain from the unnecessary, The State: 


should spare from its bureaucratic attentions this form of 
human activity which, in an atmosphere of &ndependence and 
freedom, has made more progress than it could Possibly have 
made under the aegis of the State. The medical profession is 
not prepared to see itself converted into a branch of central 
or local government, or to become a “ collectivized” unit 
within a- free economy. 

17. The Government’s scheme is based on the pri 
that a comprehensive medical service should be available as 
a right, arid irrespective of means, to all who want it, such 
service being paid for from insurance, taxation, and rates, 
The attitude of the profession is that the service should te 
available to all who need it, but that it is unnecessary for the 
State to make provision for those who are both willing or 
able, indeed prefer, to make it for themselves. Freedom i 
involved. 

18. This is not merely or mainly a financial issue, [t 5 
true that under the Government’s plan—the so-called 100% 
plan—private practice will be diminished, as will income from 
this source. This of itself may be a serious matter for some 

embers of our profession. What is even more important is 
that a profession which derives its emoluments wholly o 
mainly from State resources is likely bit by bit to be controlled 
by the State which provides its emoluments. Here lies the 
greater danger both to the profession and to the public. 

19. Until full details are known of the proposed administra 
tive and professional arrangements and of the social security 
plan as a whole, and until more information is available as 
the proposed machinery for safeguarding private practice amon 
that section of the community which prefers it, the Associatior 
cannot commit itself to any acceptance of the 100% principle 
Pending fuller information on these points, it reaffirms th 
wholly reasonable policy that the comprehensive service should 
be available to those who need it, and that the State should 
not make provision for those who are willing and able and 
anxious to provide for their medical service themselves. 


Principles 

20. The Association approves the general principles set olf 

in the White Paper, emphasizing that what is more important 

than their enunciation is their translation into action in th 
developments to come :— 

(i) Freedom for people to use or not to use these facilities 
at their own wish ; no compulsion into the new service, either 
for patient or for doctor. 

(ii) Freedom for people to choose their own medical 
advisers. 

(iii) Freedom for the doctor to pursue his professional 
methods in his own individual way. 

(iv) The personal doctor-patient relationship to be p 
served, and the whole service founded on the “fami 
doctor ” idea. 

Some of the profession’s more important criticisms of th 
White Paper proposals are set out below. 


SOME CRITICISMS 
Central Administration 
21. The central administration arrangements proposed @ 
unsatisfactory. The Minister of Health and his Ministry are 
still left responsible for a number of functions only remotely 
associated with health. For example, the Ministry of Heal 
is left responsible not only for such problems of housing 
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are clearly and closely related to health but for supervising 
the activities of local authorities in the actual construction 
Housing is an important factor in health (as are 

Their design and siting approved, their construc- 
for architects, builders, and engineers rather 


of houses. 
wage levels). 
tion is a matter 


_ than for the Ministry of Health. 


>? There is another disadvantage. Housing will be an acute 
oe blem, and inevitably Ministers of Health will for 
some years be greatly preoccupied with its political and 
financial implications. Responsibility to Parliament for a 
health service should be sufficient to occupy the energies oi 
any one Minister and his Department. It should not be 
allowed to become, for political or other reasons, a secondary 
or subsidiary responsibility. 

23. Under the Government's proposals health responsibilities 


post-war pro 


| are to remain diffused among a number of different Govern- 


ment Departments, including the Ministry of Health, the Board 
of Education, the Ministry of Labour, the Ministry of Pensions, 
the Post Office, and the Ministry of Fuel and Power. 

24. One exclusion which the Government defends in the 
White Paper is scarcely justifiable—the exclusion of the indus- 
trial medical service. This is an employers’ service, provided at 
the employers’ expense. As a result it is common in the bigger 
and better factories, and much less common in the smaller 
works and factories where it is needed more. The factory is 
an important part of the worker’s environment, and the medical 
supervision of the worker at the factory should therefore be 
linked with the supervision of his home environment, as part 
of the same health service. The industrial medical service is 
relatively new, and this linkage should be secured now. The 
Government’s attitude in this is weak and illogical. 


Central Health Services Council 

25. Side by side with the Ministry of Health there is pro- 
posed an advisory body, the Central Health Services Council, 
to represent medical practice and medical teaching, hospital 
organization, and other professional interests—a body primarily 
medical. The proposal conforms to the pattern of advisory 
bodies set up in recent years. Many of these advisory bodies 
have proved useless because they have not been allowed to 
become useful. They have been facades to protect Ministers 
rather than committees to advise them. The Association cannot 
accept, as an appropriate advisory body to present and make 
effective medical opinion at the centre, one which is to be 
appointed by the Minister and to report only through him. 

26. This, the usual, method is wholly inadequate in its 
application to medicine. If a medical (or mainly medical) 
body is to express the view of the medical profession on 
medical matters, it should, so far as its medical members are 
concerned, be appointed by the profession itself and not by 
the Minister. The hand-picking of such an advisory body 
would make it useless. 

27. Further, in the field of expert medical advice, both 
Parliament and public should be entitled to know what advice 
has been tendered and whether it has been accepted or not. 
Only such safeguards will secure that medical advice is 
effectively given. 

The Central Medical Board 


28. The Association recognizes that in suggesting the Central 
Medical Board the Government intended to meet the known 
objection of general practitioners to enter into their contracts 
with local authorities. But the proposal to confer upon the 
Board two important powers has made this part of the White 
Paper a section to which the medical profession is most 
determinedly opposed. 

29. The two powers are, first, the power to require practi- 
tioners intending to start afresh in public practice in any area 
to obtain in advance the approval of the Central Medical 
Board ; and, secondly, the power to require newly qualified 
Practitioners desiring to take up public practice in a particular 
area to enter the public service whole-time where considered 
necessary. 


30. Both these powers can be used by “ negative pressure ” 
to direct practitioners as to where they will practise in the pub- 
lic service and the type of public practice in which they shall 
engage. However they are described, they are a form of civil 


direction. The proposal to confer them is not made more 
attractive by the proposal that the Central Medical Board 
shall be composed mainly of doctors. The Association objects 
to their being conferred on any body—medical or lay or mixed. 
It recognizes that those who urge a planned economy for this 
country include as a part of their proposals some measures 
for the compulsory transfer of labour. The Board provides 
an illustration of the same trend of thought. 

31. Errors of distribution of medical practitioners should be 
corrected by the process of attraction rather than that of com- 
pulsion. The Association is firmly opposed to the application 
of powers of compulsion either to doctors or to others. Indeed. 
they savour of a form of organization which this country has 
been exerting itself to oppose. 


Local Organization 

32. At the periphery the kind of organization suggested in 
the White Paper is even more chaotic than at the centre. There 
will be more, not fewer, local authorities. The new type of 
local authority proposed—the Joint Health Authority—is to 
be concerned with the planning and administration of hospital 
and allied services, and with the planning of non-hospital 
services. No steps are proposed to ensure that either these 
joint health authorities or their committees will contain persons 
of knowledge and experience in these subjects. The planning 
done, and the Minister's approval obtained, the non-institu- 
tional services are to be administered by other authorities, 
the existing major local authorities. Health functions will thus 
be distributed between more and not fewer local authorities. 

33. Health Centres, if established, will be administered by 
County and County Borough Councils, and hospitals by joint 
health authorities. Ante-natal centres will be administered by 
one authority, the maternity hospital by another, while the 
control of the midwives’ service may be vested in yet another. 
Responsibility for the control of infectious: disease will be 
assigned to one authority, and the provision of infectious 
diseases hospitals to another. Ultimately school medical 
inspection may be the responsibility of one authority, and 
school medical treatment the responsibility of another. The 
general practitioner will be in contract with the Central Medical 
Board or both the Central Medical Board and a major 
local authority. The consultant will be in contract with the 
individual hospital authority. The public health officer will 
be in contract with his individual local authority. In brief, what 
is proposed is fragmentation, not unification, of medical services. 


The Voluntary Hospital 

34. The voluntary hospitals will, if the present proposals 
survive, be quietly but steadily submerged. Their contracts 
will be with exclusively local authority bodies which own 
the other type of hospital—the local authority hospital. They 
will receive less than the cost of the work they do, and be 
left to find the remainder in the atmosphere created by the 
Government “free for all” propaganda. Capital moneys are 
ignored. 

35. The partnership between local authority and voluntary 
hospitals which the Government promised is to be achieved 
by virtually placing the voluntary hospitals under the contro! 
of the local authority * partner.” They are afforded no effective 
place in the administrative or advisory machinery either at the 
centre or locally. Lip service is paid to these great institutions. 
What the White Paper proposals actually mean in practice is 
their elimination as autonomous organizations in a compara- 
tively short time. These proposals would appear to illustrate 
once more the urge to control even a form of voluntary 
organization which, while uncontrolled, has achieved a magnifi- 
cent standard of service to the community. 


The Health Centre 


36. Group practice, generally in Health Centres, is put 
forward in the White Paper as the basis of general practice 
development. The Government speaks of an experimental 
phase, but the arrangements proposed do not provide a proper 
basis for experiment. A joint health authority, after consulting 
the Local Health Services Council and taking or not taking 
its advice, may with the Minister’s consent decide to embark 
on a scheme of health centres. Thereafter the County and 
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County Borough Councils will be required to proceed with 
their development. Action on these lines by a number of 
joint health authorities over the same period of time will not 
constitute a useful experiment. What is needed is to try out, 
in similar and contrasting areas, varieties of Health Centres, 
including both diagnostic and general practitioner centres, the 
experiments to include clinical, administrative, and financial 
arrangements. Such experiments should not preclude groups 
of medical practitioners financing and establishing health 
centres of their own. In the White Paper the Government 
appears to prefer the communal general practitioner surgery. At 
present little is known of the potentialities and the difficulties, 
the advantages and disadvantages of the Health Centre. To seek 
a centrally arranged and supervised experiment is not to oppose 
the conception of group practice inside or outside Health 
Centres, but rather to urge that trial and experiment should 
precede the adoption of any particular kind of Health Centre 
or group practice arrangement. 

37. The Government’s Health Centre proposals mean some- 
thing more. According to the White Paper, practitioners 
working in Health Centres would be remunerated by salary 
or similar alternative, the practitioners being in contract both 
with the Central Medical Board and with the authority owning 
the Centre. The profession sees in this proposal the thin 
end of the wedge of a form of service to which it is over- 
whelmingly opposed—a State-salaried service under local 
authorities. This proposal is particularly objectionable when 
associated with the powers of the Central Medical Board. There 
is no reason why the remuneration of a general practitioner 
should not be related to the work he does or to the responsi- 
bility he assumes, whether inside or outside a Health Centre. 
The Health Centre should stand or fall on its merits, and not 
be judged by the possibilities it affords of transforming the 
character of general medical practice. 


SOME POSITIVE PROPOSALS 


38. There follow, in response to the Government’s request 
for constructive advice, the Association’s own proposals 
showing how, in its view, the principles of the White Paper 
referred to in paragraph 20 may be implemented. These pro- 
posals are governed by the important general considerations 
set out in the preceding paragraphs, and especially by the 
general considerations in paragraphs 1 to 19. Taken together, 
and with this proviso, they constitute a framework within which 
negotiations with the Government could take place. 


The Central Body 

39. The profession has expressed itself in favour of a cor- 
porate body as the central administrative body, with the 
Minister generally responsible to Parliament for its work. This 
desire for a corporate body arose mainly out of a feeling of 
. dissatisfaction with the departmental method and a desire for 
a form of organization which would ensure that professional 
advice on national health policy was made really effective. 
Neither a corporate body nor a department can of itself prove 
satisfactory unless the arrangements within it and in associa- 
tion with it are such as to secure the fundamental requirement 
that, subject to the responsibility of the Minister to Parliament, 
responsibility for medical policy and medical advice is borne 
by the medical profession.. Accordingly the Association lays 
less stress upon the type of central body than upon the 
machinery set up for this purpose. 

40. The Association recommends: 

(a) That the central body should be concerned with all 
civilian health and medical functions of central government, 
and exclusively with these. 

(b) That the central body, be it department or. corporate 
body, should be advised by a statutory body, predominantly 
medica! in composition. 

(c) That this statutory body (similar to the Central Health 
Services Council of the White Paper) should play a prominent 
and effective part in advising on ministerial policy on health 
and medical services and on the means of achieving positive 
health. 

(d) That the medical members of the Council should be 
elected by the medical profession and should hold office for 


cc 
three years, one-third of its members retiring a 
being eligible for re-election. © annually and 

(e) That the main functions of the Council should be 
consider and advise on any general medical questi ” 
affecting the country’s health, the Minister to Seek the 
Council’s advice on medical questions before him and tg 
under an obligation to refer to the Council any draft regula- 
tions (other than those relating to the terms and Conditions 
of service of medical practitioners) or conditions of grant. 

(f) That the Council should itself publish an annual Teport 
of its work. 

(g) That the Council should have the right to tender advice 
on its own initiative and, if it thinks desirable, to Publish 
its advice, without modification, after the lapse of sufficient 

. time fay its consideration by the Minister. 

(h) That the Council should be entitled to call upon the 
Ministry to supply any reasonable and proper information, 

(i) That the Council should have power to co-opt to any 
committees or subcommittees set up to consider particulg; 
questions. 

(j) That the Council should meet at least quarterly and as 
often at other times as may be required, and should be free 
to appoint its own ehairman and, jointly with the Minister, 
its own secretariat. 

(k) That the Council should not be concerned with terms 
and conditions of service, but such terms and conditions, 
including remuneration, in relation to all practitioners 
participating in the Service should be negotiated directly 
between the Minister and the medical profession, a permanent 
agreed machinery being established for this purpose. 

(1) That consideration should be given to the delegation 
by the Minister to the Council of specific powers and duties 
in defined fields of work. 


The Central Medical Board 


41. The Central Medical Board should, if continued jp 
existence for the purpose of entering into contract on the 
Minister's behalf with the medical profession (see para 
graph 52), have no powers of requiring practitioners to seek 
permission before entering new public practice, or of requiring 
young practitioners to enter any particular form of public 
practice, or any other similar powers. 


Local Administration 


42. No satisfactory form of local administration is likely 
to be achieved unless and until a radical re-examination and 
reorganization of local government in this country has taken 
place. As, according to the White Paper, this review of local 
authority organization is not now contemplated, any local 
machinery decided upon for the administration of the health 
services should be regarded as provisional. 


43. The establishment of joint health authorities, covering 
areas conterminous with existing major local authority 
boundaries and composed solely of the nominees of constituent 
major authorities, would tend to worsen rather than to improve 
the position in many respects. It would lead to an even greater 
division of local responsibility rather than to its concentration. 
Despite the provision for local advisory bodies (the Local 
Health Services Councils), the joint health authorities, with 
the composition proposed, would not be sufficiently informed 
or advised on the problems before them. 


44. To some extent these disadvantages would be removed 
by including in the membership of joint health authorities, and 
in that of any committees set up by them, an adequate repre- 
sentation of the medical profession and associated professions 
and groups and of the voluntary hospitals, and by devising 
areas not necessarily conterminous with existing local authority 
areas but appropriate for hospital and medical purposes. 


45. Nevertheless, there would still remain substantial dis- 
advantages. The voluntary hospitals could not achieve real 
partnership by a minority representation on the body owning 
the local authority hospitals. The division of local health 
responsibility could be remedied only by concentrating all 
health functions in joint health authorities. There would still 
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remain for many members of the public health service a severe 
contraction of interest and responsibility, so as to involve not 
only loss of status for the doctors but the future discourage- 
ment of able practitioners from entering this branch of medical 
work. : 

46. For these reasons the Association urges a different form 
of local organization. Pending the reform of areas and func- 
tions of existing local government authorities, there should be 
compulsorily established by legislation, in place of the Joint 
Board structure proposed in the White Paper, Regional Councils 
for national hospital and medical areas, not necessarily or 
ysually conterminous with local authority boundaries. These 
Councils should be representative of local authorities, the 
medical profession and other vocational interests, and voluntary 
hospitals, the representatives to be appointed by the groups or 
bodies concerned. . 
should be to advise the Minister on the planning of all hospital 
and health services in the region and on the disposition of 
centrally provided moneys. This planning should culminate in 
a scheme or schemes approved by the Minister for execution 
within the area covered by the Council. 

47. Local authorities should continue, for the present, to 
own their institutions and to administer their health services, 
but should be required to conform to the general plan prepared 
by the Regional Council and approved by the Minister. 
Similarly, the voluntary hospitals would conform to the general 
plan, receiving their moneys either wholly from the Minister 
on the advice of the Regional Council, or partly from the 
Minister and partly from local authorities in accordance with 
the plan laid down by the Minister. 

48. In relation to each County and County Borough Council 
there should be established by statute a Medical Advisory 
Committee, elected by the local profession and with functions 
and powers analogous to those of the Central Health Services 
Council. There should be effective liaison between the Medical 
Advisory Committee and the Central Health Services Council. 
Each County and County Borough Council should be statutorily 
required to consult such Medical Advisory Committees and 
to co-opt to their public health hospitals and similar com- 
mittees representatives of the Medical Advisory Committee. 


Voluntary Hospitals 

49. The local administrative plan expounded above would 
go some way towards securing real partnership between local 
authorities and voluntary hospitals. The financial arrange- 
ments would need consideration. However arranged, it should 
be possible for voluntary hospitals to receive as contracting 
parties a proper payment even up to the full cost incurred by 
them without losing their identity or status. The financial 
arrangements should secure that it is reasonably practicable for 
these hospitals, with such help as may be available to them 
from voluntary sources, to maintain their existing services and 
to embark upon necessary extensions. 


General Medical Practice 

50. The terms and conditions of service, including remunera- 
tion, of general practitioners should be negotiated centrally 
between the Minister and representatives of the medical profes- 
sion. These terms and conditions should guarantee, inter alia, 
the professional freedom of doctors and freedom of choice 
as between doctor and patient. They should provide for a 
method of remunerating doctors which relates the remunera- 
tion to the work done or the responsibility accepted. This 
method should obtain both in separate and in group practice. 

51. The terms and conditions of service, including remunera- 
tion, for practitioners working in Health Centres, should these 
be established, should be similar to those affecting other general 
practitioners, save only for differences related to the different 
expenses involved. 
* 52. The agreements of general practitioners—the content of 
which should be centrally negotiated—should be entered into 
between the practitioner and a body or bodies set up by the 
Minister expressly for the purpose. Such body or bodies should 
include ample representation of the profession, and should not 
consist wholly or substantially of local authority representatives. 
The proposed Central Medical Board, but without the proposed 
powers of compulsion, would be appropriate for this purpose, 


The function of these Regional Councils” 


acting either directly or through local committees of the Central 
Medical Board, analogous to the existing Insurance Committees. 
General practitioners are unwilling to enter into contractual 
relationship with local authorities. 


Health Centres 


53. The establishment of Health Centres as a national policy 
should be preceded by a period of scientific trial and experi- 
ment. Such experimentation should be organized on a scientific 
basis under the aegis of the Central Health Services Council, 
should take place in contrasting areas, and should be conducted 
over a period of three to five years. It should be undertaken 
in consultation with the local medical profession, and should 
include clinical, administrative, and financial experiments. The 
ultimate decision with regard to the policy of establishing 
Health Centres, including the types, should await the result 
and report of such experiments. , 


Compensation 

54. The acceptance of the proposals for scientific experiment 
before Health Centres become an established part of general 
medical practice has repercussions on the issue of compensation. 
It is clear to the Association, and strongly supported by the 
expert advice it has received, that the adoption of the proposal 
in the White Paper to compensate for loss of capital value 
of their practices those practitioners who enter Health Centre 
practice, would of itself affect adversely the capital value of 
all general practices. Such a step would have two effects. It 
would reduce the number of potential buyers and so encourage 
the capital value of existing practices to evaporate. It would, 
for financial reasons, give an impetus, unrelated to the public 
interest, to the development of Health Centres out of all 
proportion to any case there might be for the establishment 
of such centres. 

55. If this view is accepted, the question of compensation 
must be approached on an “all or none” basis. It must 
be discussed as a general, not a partial, issue. In any case, 
the final decisions on the compensation question must await 
the results of the Health Centre experiments, though it does 
not follow that the form or forms of Health Centre finally 
approved will necessarily involve compensation. The approval 
of the “diagnostic and special investigation” type of Health 
Centre, for example, would not, of itself, raise any compensa- 
tion issue. ; 

56. But the uncertainty already caused by the White Paper 
proposals would be aggravated by the absence of definite 
decisions on compensation. What is recommended is that 
compensation formulae, standards, and amounts, relevant to 
both capital values and professional premises, should be 
calculated and agreed now, pending decisions as to whether 
compensation is involved by the forms of general medical 
practice ultimately approved. 


Rural Practice 


57. Special consideration will need to be given to rural 
general practice, which has special difficulties and problems 
peculiar to it. Any plan of development should include exten- 
sion of the system of cottage hospitals suitably equipped, an 
increase in the provision of maternity beds, and the provision 
of radiological and pathological facilities. The terms and con- 
ditions of service of rural practitioners should take into con- 
sideration the relative sparseness of population and the time 
and cost incurred in travel. 


Hospital and Consultant Services 


58. The position of voluntary hospitals is dealt with under 
other sections of this report. This statement is being prepared 
for recommendation to the Representative Body before the 
publication of the report of the Interdepartmental Committee 
on Medical Schools. It is possible, however, to put forward 
certain principles affecting consultant and specialist services. 
It is highly desirable that, in general, consultant services should 
be associated with hospitals and that hospitals should be 
responsible for a complete consultant service, both instjtutional 
and domiciliary. The individual general practitioner should, 
so far as is practicable, retain the right to select the consultant 
he desires to consult. 
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59. The terms and conditions of service of consultants should, 
like those of general practitioners, be negotiated centrally 
between the Minister and representatives of the medical profes- 
sion. There is much to be said for placing the individual con- 
sultant or specialist in contractual relationship with the hospital 
or hospitals which appoint him, it being understood that the 
content of the contract is negotiated centrally. It has, however, 
the real disadvantage that general practitioners will look in 
one direction for contractual purposes, and consultants and 
specialists in another. Further consideration will need to be 
given to this point. 

* Private Practice 


60. The future of private practice depends primarily on the 
proportion of the community to which this service is made 
available irrespective of means and as a sight. The profes- 
sion’s present view on this issue has been stated earlier in 
this report. Before the profession can consider any modifica- 
tion on this attitude it needs fuller information on a number 
of points, including the general Social Security contributions, 
the administrative and professional arrangements, and the 
machinery for ensuring the continuance of private practice for 
those who desire to be treated privately. 


61. In the case of general practice the points to be con- 
sidered include the mode of distinguishing between Service 
patients and private patients, and the procedure to be adopted 
by citizens intending to utilize the Service for a particular item, 
or items, of medical service. In the case of consultant and 
specialist practice the profession needs fuller information as 
to the procedure. proposed in the case of persons seeking con- 
sultative service in the consulting-rooms of consultants and 
specialists, and in private wards, wings, and blocks associated 
with general hospitals. 

62. Whether or not the whole community is covered by this 
scheme, those who desire to obtain medical service privately 
should be absolutely free to do so from an$ doctor of their 
choice, and every practitioner should be free to render such 
service on a private basis with access to hospital facilities at 
every level, should such be necessary. This is an issue of the 
freedom of the public rather than of the interests of the 
profession. 


Appendix 


REPLIES BY THE MINISTER OF HEALTH 
TO QUESTIONS PUT TO HIM BY THE 
REPRESENTATIVE COMMITTEE 


The Representative Committee submitted to the Minister of 
Health a series of questions on matters relating to the White 
Paper. The questions and the replies received are reproduced 
* below. 

Civil Rights of Doctors 


Question 1.—Can the profession be given an assurance that 
doctors who participate in the National Health Service will be 
allowed to retain as citizens their rights to serve as M.P.s and 
on local authorities and bodies concerned with the administra- 
tion of the Service, and what steps will the Government take 
to protect these rights ? 


Answer.—Yes. There will have to be exceptions, as there 
are now, like doctors employed in Government Departments 
and medical officers of health. But for the profession generally 
these rights must*be fully retained. Any necessary provision 
to secure this will be included when legislation on the new 
service is put before Parliament. 


100% Issue 


Question 2.—Will the Minister give an assurance that the 
inclusion of 100% of the community in a National Health Ser- 
vice is contingent upon the inclusion of 100% in the national 
social security pian as a whole ? 

Answer.—The proposals for the National Health Service 


were formulated on the assumption that there would also be 
proposals for a scheme of social insurance covering the whole 


one — 

community. If for any reason this assumption were not rea 

the National Health Service proposals would be reconsidered ; 

this respect. mn 
Public and Private Practice 


Question 3.—By what machinery does the Government 
pose to make it possible for a general practitioner or q@ clam 
tant to distinguish between a public patient and aq priv, < 
patient? Apart from the necessity for a general Practitioner op 
a consultant being able to establish those cases in which @ 
may be charged, the question is of importance in many differen 
connexions—e.g., 


(a) If a patient chooses private institutional accommodation 
does he thereby relinquish his right to both treatment and 
accommodation under the public scheme in respect Of the 
current illness ? Will the patient be able to avail himself of the 
public service at any level of an illness and for any purpose 
it being understood that in doing so he would have to change 
his doctor for that purpose—e.g., short-wave therapy ? 


(6) Can a patient be a private patient for general practi. 
tioner services and a public patient for consuitant and | or 
hospital services, including radiological and Pathological 
investigations and treatment, and vice versa? Can a genemj 
practitioner use public “ investigation” services for a privay 
patient ? 

(c) If, in spite of the Government's contract to provi glj 
necessary treatment without charge, the particular service q 
patient needs is not available in his area under the public 
service but is available privately, what is the position g 
regards the payment of fees ? 


Answer.—The Minister will particularly welcome the pro- 
fession’s help in working out the detailed problems of organiza. 
tion involved in this important group of questions. It seems to 
him that the general lines might be these: 


(i) The general practitioner would treat as public patient 
any persons who had become his public patients through 
some suitable machinery to be devised (e.g., of a medical card 
signed by both doctor and patient.) He would treat as private 
patients, outside the arrangements of the service, any patients 
not so associated with him, whether or not they were asso 
ciated with any other practitioner within the public service 
There would need, of course, to be proper cover for people 
away from their home areas and similar cases, as now. 


(ii) People would be entitled to take advantage of the public 
service at any time, and therefore to change at any time from 
being private patients to being public patients, either of the 
same doctor or of another—according to the ordinary pro 
cess of choice and acceptance. If they thus became public 
patients of the same doctor, this would not affect any private 
liabilities incurred by them with him for any period while 
they were his private patients. 


(iii) People would have the right to take advantage of part 
of the public service instead of the whole—e.g., a person who 
chose to be a private patient of a general practitioner would 

. not thereby deprive himself of the benefits of the public ser- 
vice in a hospital, or of whatever domiciliary consultant ser- 
vices were made publicly available through the hospital 
service. Similarly a person who chose to be a public patient 
of a general practitioner would be free, if he wished, to 
obtain through ‘that practitioner any specialist consultation 
privately and otherwise than through the public hospital and 
consultant services; and also, if he so wished to arrange 
privately for hospital accommodation and treatment outside 
the public service. 


Comprehensiveness 


Question 4.—-Why should not the scheme be reaily compre 
hensive in the sense that a single central authority should be 
responsible for the administration of all the civilian health ser 
vices and only for those services ? 


Question 5.—What are the reasons for the exclusion of certain 
services from the scheme outlined in the White Paper—e.g., the 
industrial medical service ? 


Answer.—The scheme is intended to provide for all nec 
sary personal medical services. There are other services, com 
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nected with the work of other Government Departments, in 
the operations of which medical advice is constantly required 
but in which it plays a minor part. If medical advice is to 
play its full part in such services it must be constantly available 
and cannot be detached from the administrative framework of 
those other Departments without losing in force and availability. 
There is already liaison centraily, and this has become increas- 
ingly close in recent years. The White Paper gives the reasons 
for regarding the industrial medical service rather as a part 
of the general welfare service in industry than as a part of 
the personal medical services, and on page 10 reference is 
made to the importance of increasing use in this work of 
general practitioners who have received appropriate post- 
graduate training. 


Sufficiency of Personnel 


Question 6.—How is it suggested that the number of doctors 
shall be increased so as to make the proposed service possible ? 


Answer.—It is fully realized that it would be difficult, if not 
impossible, to operate the new service under present wartime 
conditions of medical man-power, and that its operation will 
depend upon a substantial return of doctors from the Forces. 
But, when judged by more normal standards, there is no reliable 
means of assessing at this stage what increase, if any, in the 
supply of doctors will be necessitated by the new service, par- 
ticularly bearing in mind the many improvements proposed in 
regard to auxiliary services which will help to ease the demands 
on a doctor’s time. The total number of doctors in this country 
has been for some time increasing at the rate of about 1,000 
a year, and if the resources of the medical schools are enabled 
to be used to fullest capacity this rate of increase can be 
accelerated in the future. The Minister will want to discuss the 
question generally with the profession’s representatives in due 
course. The recommendations of the Goodenough Committee 
will, no doubt, be relevant. 


Equality of Sexes 


Question 7.—Will the Minister give an assurance that in the 
operation of the service there will be no discrimination between 
maie and female practitioners ? 


Answer.—There is certainly no intention of discriminating 
between men and women doctors in the new service, apart 
from obvious kinds of special appointments which may require 
a woman rather than a man, or vice versa. 


Central Administration 


Question 8.—What are the reasons why the service should not 
be administered as a “ Corporation” (e.g., B.B.C. or P.L.A.), 
or as a council of the Privy Council (e.g., General Medical 
Council or Medical Research Council), or by a body similar to 
the Board of Admiralty, responsibility still lying through a 
Minister to Parliament ? 


Answer.—The reasons for vesting the ultimate central respon- 
sibility for the service in a Minister of the Crown, with the 
normal departmental machinery of central government, have 
been explained on pages 12 and 13 of the White Paper. It is 
not felt that there is any true analogy between the proposed 
new service and any of the services or activities with which 
the bodies mentioned in this question are concerned. 


Question 9.—What are the Minister's objections to making 
the Central Health Services Council a body composed mainly 
of elected representatives—i.e., its medical membership being, 
in the main, elected by the medical profession through its 
organizations ? 


_ Question 10.—What are the Minister's objections to the pub- 
lication of reports by the medical group of the Council for the 
information of Parliament, the public, and the medical pro- 
fession ? 


Question 11.—Is there any objection to the Council being 
given a secretariat independent of the Ministry ? 


Answer.—The Minister is anxious to consider in much more 
detail with the profession's representatives the whole question 
of consultative machinery, which is only roughly outlined in 
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the White Paper, and to the success of which he attaches the 
utmost importance. All the matters raised in these three ques- 
tions will then need to be examined at some length, and it is 
impossible to cover the ground adequately in a short answer 
at this stage. 


Question 12.—Will the Minister give some further reassurance 
and explanation with regard to the powers of the Central Medi- 
cal Board, as the statements made by the Government spokes- 
men in Parliament have not removed the profession's apprehen- 
sions of its powers of compulsion? The following are examples 
of the type of question being asked : 


(a) If there were a shortage of public service practitioners 
in a particular area could not the deficiency be remedied by 
two or more part-time practitioners rather than by persuading 
or directing one practitioner to practise there whole-time in 
the public service ? 


(b) Is it not likely that the Central Medical Board will 
direct the flow of assistants to practitioners in full-time public 
service, and that practitioners doing some private practice will 
have difficulty in obtaining assistants ? 


(c) Is it the Government's intention that under certain cir- 
cumstances a practitioner engaged in private practice shall not 
be able to accept and give treatment under public service con- 
ditions to any patient who wishes to receive it from him and 
to whom he is willing to give it? 


Answer.—The proposal for a Central Medical Board is 
intended as a means whereby professional men and women, 
engaging themselves with the cehtral government in future to 
take part in a service of general medical practice for the whole 
population, may be able to have direct contractual relations 
with a body which is itself predominantly professional. One 
reason for the proposal was that it was believed that many 
professional men and women would prefer such an arrangement 
to a contract either direct with a Government Department or 
with any local government organization. If this is not so, there 
are other possible alternatives which could be considered. It 
is probable, however, that it is not so much on the establishment 
of such a body, but more on the powers to be vested in it, 
that reassurance is sought in this question. In this connexion 
it is to be emphasized that there has never been any suggestion 
that the Board should have power to direct doctors to any par- 
ticular area or to any particular engagements. Two powers are 
proposed in the White Paper in regard to the distribution of 
public medical practice: 


(i) A power to refuse to admit additional doctors into the 
public service in a particular area if that area clearly does 
not need them. The machinery proposed for this is a require- 
ment of the Board’s consent when a doctor proposes to enter 
into a new public practice in which he has not been pre- 
viously engaged. 


(ii) A power in regard to new doctors starting in general 
practice for the first time: a power to say to such a new 
doctor that, if he wants to engage in the public service in a 
particular area which is in serious need of a doctor who will 
give all his time to public practice, then he can only engage 
himself there on that basis—for his first few years—although 
he can go elsewhere, of course, without giving all his time to 
public practice, or he can practise in the area privately. 


On the particular aspects of the Board’s powers which the 
question raises: 


(a) If two or more part-time doctors were available and 
could remedy the deficiency equally well, then there would 
be no need to ask for the whole of the time of the young doc- 
tor who wanted to go there. That would be a question of fact 
in each case. 


(b) It is difficult to see why a mainly professional Board 
should want to do this. But it is in any case a matter which 
could be corrected by general directions from the Minister, 
in consultation with the profession. 


(c) It is intended that any practitioner shall have the nor- 
mal right to participate in the service for all or part of his 
time, subject only to points (i) and (ii) mentioned above. 
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Generally, in regard to the proposed Central Medical Board 
and particularly in regard to the question of “ over-doctored ” 
and “under-doctored” areas, the Minister will welcome the 
profession’s own ideas and suggestions and the opportunity of 
more detailed discussion. 


Question 13—What is the objection to securing a proper dis- 
tribution of doctors by the attraction of elastic conditions of 
service and remuneration adaptable to different types of areas— 
e.g., Highlands and Islands Service ? 


Answer.—It is recognized that there may be advantages in 
_ this for certain types of area if practicable methods can be 
devised. Any proposals from the profession will be carefully 
considered. 


Question 14.—/s it in the interests of the service that the 
general practitioner should be under central (or central and 
local) contract and consultants under locai contract? Will this 
not split the profession ? 


Answer.—It is believed that consultant services will best be 
based on the hospitals, and that the engagements of the con- 
sultants should therefore be with the hospitals concerned, volun- 
tary or municipal. This is thought to be an arrangement which 
the consultants and the hospitals would on the whole prefer ; 
but the whole consultant service arrangements have still to be 
discussed with the profession’s representatives, and this point 
will not doubt be included in the discussion. 


Question 15.—What type of person are the part-time members 
of the Central Medical Board expected to be? Would they be 
medical practitioners spending the other part of their time in 
practice, or would they be civil servants ? 


Answer.—The part-time medical members of the Board 
would be medical practitioners spending the other part of their 
time in practice. 


Question 16.—What influence is it expected the part-time 
members could have ? 


Answer.—The part-time members would be the majority of 
the Board. A part-time basis is contemplated because it will 
secure that the Board is mainly composed of members who 
are themselves actively engaged in medical practice. 


Local Administration 


Question 17.—How can there be comprehensiveness of local 
administration when the various services are distributed among 
several different authorities ? 


Answer.—It is assumed that the question refers not to the 
* comprehensiveness ” of the services given but to the “ unifica- 
tion” of the means of giving them. It will be seen from the 
White Paper that the main key to that unification is in the 
arrangements for a single area plan, prepared locally by the 
joint authority with full professional guidance and approved 
centrally by the Minister, and covering the whole scope of the 
service for its area. 


Question 18.—What is to be the relationship of the environ- 
mental services to the curative services provided by the local 
authorities ? 


Answer.—The importance of the environmental services is 
emphasized in pages 10 and 11 of the White Paper, where it 
is also made clear that responsibility for all these services is 
not included in the National Health Service organization, which 
is directed only to the medical and allied care of personal health. 
Responsibility for the wide variety of environmental services 
will continue to rest with whatever authorities are most appro- 
priate to carry it in each case. 


Question 19.—How is it proposed to associate the general 
practitioner with work in the hospitals? 


Answer.—This is eminently a subject on which the profes- 
sion’s own views will be welcomed, both in planning the service 
and in subsequently operating it. It is impossible to deal with 
so important a question in a short answer. The arrangements 
in each area will rest on the area plan, worked out in consulta- 
tion with the profession and requiring central approval. This 
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particular kind of hospital provision, it must be . 
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have as many and as close contacts with hospitals as POssible. 


Question 20.—What is to be the relation between general 
practitioners and medical officers of health ? 


Answer.—The general practitioner, whether in separate Prac- 
tice or in a health centre, will not be under the direction or 
supervision of the medical officers of a local authority in the 
clinical pursuit of his professional work. It is important thy 4 
he should have every opportunity of keeping in touch With 
the preventive work of the medical officers of health, and jt ig 
the intention that the services of the general practitioner should 
be used increasingly as time goes on in the performance of 
functions which have hitherto been mainly the concem 
separate whole-time clinics. 


Question 21.—Jnto how many joint board areas is it Propose 
to divide the country ? 


Answer.—No proposals as to the actual areas are yet unde 
consideration. These can only be settled after consultation wih 
the organizations and interests concerned. 


Question 22.—What is the objection to vocational, including 
medical, representation on joint health authorities ? 


Question 23.—/s it contemplated that joint health authorities 
should be required to establish committees to which definite 
functions are referred? If so, is vocational representation on 


Question 24.—Wiil the Minister give an assurance that volu- 
tary hospitals shall be represented on the joint board author- 
ties ? 





Answer.—In the White Paper it was recognized that ther 
are arguments for and against including on the local administn- 
tive authorities, or on their various committees, a proportion of 
non-elected members to represent professional organizations and 
the expert point of view. On balance, it was felt that the mk 
of impairing the principle of public responsibility lying wh 
the elected representatives of the people outweighed any adva- 
tages which were likely to accrue. The Minister will be ghi, 
however, to consider carefully any proposals which the profe- 
sion has to offer that will not conflict with this principle of 
democratic responsibility. 


Question 25.—What type of experience will be expected of 
the medical advisers, if any, of the new joint authorities? 


Answer.—It is anticipated that the new joint authorities wil 
need—for their varied and important functions—not only full 
time officers of high calibre but also part-time advisers it 
specialist and general practice. In addition they will have th 
regular advice and guidance of the Local Health Services Cour 
cils. It is probably the senior full-time officers that the question 
has most in view. Recruitment to such posts should clearly 
not be restricted to any particular group or class of doctor, bul 
should be open to the most suitable person in each case, what 
ever the source from which he or she is recruited. Experienct 
in medical administration, hospital organization, or public 
health will obviously be relevant qualifications, and there is 
scope for further development in training and postgraduatt 
education in these fields. 


Question 26.——Will the Minister describe the structure and 
functions of the local bodies referred to on page 29, part 
graph (2)? 


Answer.—The profession’s own views are wanted before the 
exact constitution of these bodies can be settled. The intention 
of the White Paper was that they should perform on the 
spot the kind of duties at present performed by the Insur 
ance Committees, and thus avoid overburdening the central 
organization of the Central Medical Board with functions # 
relation to the general practitioners which experience has shown 
can be locally discharged. 
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Hospital Services 


Question 27.—What is the objection to voluntary hospitals 
being paid in full for the services they render under the scheme ? 


Answer.—If the whole of the cost of the whole of the public 
service rendered by the voluntary hospitals—i.c., all their ser- 
vices other than to private paying patients—were paid from 
public funds, the hospitals would have a less obvious claim 
to voluntary financial support from the public, and the 
voluntary hospital movement as it is now known would be 
endangered. It is neither the wish of the Government to see 
this happen nor their belief that the public wants it to happen. 
At the same time, while this principle seems important in the 
interests of the voluntary hospital movement, the financial 
arrangements must be such as will ensure that the hospitals 
can efficiently perform the services asked of them. The exact 
arrangements needed to ensure this will be fully worked out 
in consultation with the hospitals’ representatives as soon as 
possible. 

Question 28.—Will there be any Exechequer grant for a 
voluntary hospital in order to enable it to carry out extensions 
necessary to provide an adequate local service as part of a 
joint board scheme? Or is such financial assistance to be 
provided entirely by or through the joint board ? 


Answer.—This was not dealt with in the White Paper because 
there had been no preliminary discussions on the point with 
the hospitals’ representatives. It is a point of obvious impor- 
tance which will be discussed with them as soon as possible. 


Consultant and Specialist Services 


Question 29.—/s there to be free choice of consultant by 
general practitioner? If so, can the consultant be appropriately 
paid by saiary for this part.of his work ? 


Answer.—The intention is that the approved area plan will 
determine generally the hospitals or groups of hospitals and 
the specialists to which particular classes of case should be 
referred within the public service, but within the general 
arrangements so determined as much free choice as possible 
will be maintained. It is proposed in the White Paper that 
the specialists taking part, whole-time or part-time, shall be 
based for their public service activities on the various hospitals 
in the way which the plan provides, and they will look to the 
hospitals concerned for their remuneration ; but methods and 
details of remuneration remain to be discussed. 


Question 30.—Will the Minister give an assurance that the 
personal relationship between general practitioner and con- 
sultant shall be preserved ? 


Answer.—It is the intention that a close personal relationship 
shall be assured between the general practitioners and the 
specialists to whom they will refer their patients within the 
arrangements of the area plan. 


Question 31.—What is to be the machinery for the provision 
of domiciliary consultations? Will the Minister amplify the 
passage on page 25 of the White Paper: “ And—for certain 
consultants as circumstances may require—of visiting Health 
Centres and clinics, and, in case of need, the patient's home, 
at the request of the general practitioner ”? 


Answer.——It is contemplated that the arrangements of each 
area plan for providing consultant services should include 
arrangements whereby consultants will undertake any necessary 
visiting of patients in their homes at the request of the general 
practitioner. Which of the available consultants undertake 
this function will be a matter for local arrangement with the 
hospitals within the area plan and, of course, with the individual 
consultants themselves. 


Question 32.—Are the details of remuneration for both con- 
sultants and specialists to be arranged centrally? On page 25 
of the White Paper it is stated that “ some central regulation 
of scales will be required.” If all conditions of service for 
consultants and specialists are not to be arranged centrally what 
machinery is proposed ? 


Answer.—No proposals on this have yet been formulated. 
But it appears likely that standards of remuneration will need 
to be settled centrally, in consultation with those concerned, 
and then prescribed for observance by all hospitals within the 
service. 


General Practitioner Services 


Question 33.—Does the Minister agree that the limited com- 
pensation proposals set out in the White Paper raise the whole 
question of compensation for loss of capital value of all general 
practitioners? What is the attitude of the Minister to this 
question ? 


Answer.—Questions of compensation, of the possibility of 
providing a superannuation system, and of the desirability— 
and practicability—of discontinuing in future the sale and 
purchase of practices in the public service, all need to be 
considered together. The Minister hopes that the profession's 
representatives will join him in a general discussion of all these 
issues before the legislative stage arrives, and in this discussion 
he will particularly welcome the profession’s own suggestions. 


Question 34.—Why should the Health Centres not be in the 
same relationship to the joint authorities as the hospitals ? 


Answer.—The proposed deniarcation of functions between 
the major local authorities acting on their own and the same 
authorities acting in combination over wider areas is, broadly, 
that services which belong to the sphere of the hospital, the 
specialist, and the consultant, and which therefore need to be 
planned and administered over larger areas, should rest with 
the combined authorities, while services which do not should 
rest with the single authorities. On this basis the provision 
of Health Centres falls into the latter group. 


Question 35.—What will be the administrative effect of a 
Health Centre being attached to a hospital, the hospital being 
under the joint board, and the Health Centre under the indi- 
vidual locai authority, the participating practitioners being also 
under contract with the Central Medical Board ? 


Answer.—lIn practice this situation, where it arises, should 
not create any serious administrative difficulty. Financial adjust- 
ments between authorities which share the same premises for 
their services have in the past proved perfectly feasible. What- 
ever the local authority organization, a similar question would 
arise anyway where a Health Centre was attached to a 
voluntary hospital. The position of the general practitioner 
would not seem to be affected by the fact that a particular 
Health Centre was attached to a hospital. 


Question 36.—Will the Minister give an assurance that 
experiments will be made in Health Centres of varied types and 
functions under medical guidance before central policy is 
adopted, and that an experimental centre shall be set up only 
with the acquiescence and full co-operation of the local 
profession ? 


Answer.—lIt is fully intended to make experiments in Health 
Centres of varied types and functions in varied kinds of areas, 
and to do this with the guidance of the medical profession 
through both the Central and the Local Health Services 
Councils. As stated in the White Paper, the wish of the loca! 
doctors to bring their work into the centres must obviously 
be a big factor in decisions to provide centres. 


Question 37.—Will the Minister give an assurance that 
experimental Health Centres shall be available to all the 
practitioners in the area? 


Answer.—No assurance can be given that at any particular 
time there will be enough Health Centres available for all 
doctors who desire to enter that form of practice. But the 
desire of doctors to do so, if backed by the success of the 
Health Centre experiment, would be an important reason for 
hastening developments in any area. So far as the question 
may relate only to special diagnostic or similar facilities set 
up for an area, it will obviously be desirable to make these as 
widely available as possible to all doctors locally engaged in 
the public service. 
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Question 38.—Does the principle of free choice and the 
preservation of the doctor-patient relationship include. free 
choice of patient by doctors working in Health Centres, subject 
to the limitation of lists? If so, what machinery is proposed 
to enable a doctor to obtain the transfer of a patient from his 
list when he feels that the association is no longer beneficial ? 


Answer.—Yes. It is not proposed that doctors in Health 
Centres should be placed in any worse position in this respect 
than doctors in public practice outside Health Centres. Details 
of machinery remain to be discussed. 


Question 39.—Will the Minister give an assurance that 
patients will be allowed a reasonable choice of Health Centre 
if and when established, and that this choice shall not be 
unnecessarily limited in the case of patients living near the 
boundary between two local authority areas? 


Answer.—Yes. Every endeavour will be made to secure this. 


Question 40.—Why is remuneration by salary considered 
necessary for practitioners working in Health Centres? In 
other words, why is competition considered to be incompatible 
with Health Centre practice ? 


Question 41.—What is meant by salary or “ similar”’ method 
of remuneration (p. 32)? 


Answer.—This subject is dealt with on pages 31-2 of the 
White Paper. The phrase “ similar method ” is meant to cover 
any reasonable and practicable method of remuneration which 
is in accord with the conception of partnership between doctors 
working together in a Health Centre. A possible example is 
a small basic salary for all, plus a pooling of the allocatable 
income of the centre and a sharing among its doctors on an 
agreed partnership basis. There are other possibilities, no 
doubt. Suggestions from the profession on this will be 
welcomed. 

Maternity Services 

Question 42.— Will every woman he entitled to the attendance 
of a doctor of her choice under the service throughout the 
ante-natal, natal, and post-natal stages of maternity? 


Answer.—This is one of the questions which the Minister 
particularly wishes to discuss in more detail with the profession 
before any proposals can be formulated. The main problems 
will be to determine the extent to which a woman should have 
a right to require her family doctor under the new service 
(or any other doctor) to be present at her actual confinement, 
how far it should rest only with the midwife to call in the 
doctor if needed, and in that event whether it should normally 
be the woman’s family doctor who is called in. 


Medical Officers of Health 
Question 43.—How is it proposed to compensate a medical 
officer of health for the loss of the intellectual satisfaction to 
be derived from the varied work for which he is at present 
responsible when he becomes a subordinate officer in a larger 
authority or remains the officer of an authority shorn of the 
functions which have been his main interest for many years? 


Answer.—The underlying assumption of this question cannot 
be accepted. A service of the kind and the scope now proposed 
will clearly increase, rather than restrict, the field of interest 
and activity in this branch of professional life. 


Question 44.—Are the salaries of medical officers of health 
to be left to voluntary agreement, while the rates of remunera- 
tion of general practitioners and perhaps of specialists are 
wholly or ‘largely settled by central agreement for the whole 
country ? 

Answer.—This is a matter which must be discussed before 
the new arrangements are settled. Already there is some ele- 
ment of central standardizing of scales for this branch of the 
profession, and the review of these scales will need to be 


a ee 


A. V.S. Sarma (J. Ind. med. Soc. 1043, 13, 74) records his observa- 
tions on 25 cases of typhoid fever treated with nicotinic acid, and 
found that it was devoid of any toxic effect. When used early in 
the disease it appeared to be particularly beneficial in combating 
oro-lingual ulceration, excessive salivation, mental symptoms such as 
confusion and delirium and insomnia, and in reducing length of 
stay in hospital. 
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HEAD INJURIES INVOLVING AIR SINUSES 


BY 


DONALD McKENZIE, F.R.C.S. 


Major, N.Z.M.C.; Officer in Charge of Base Neurosurgical Unit 
for Middle East 


This paper aims at recording the details and the €XPerience 
gained of 10 such cases of head injury treated by operation 
in the neurosurgical unit. Publication of these cases was 
stimulated by reading a paper on this subject by C. A. Calvert 
(1942) from the Military Hospital for Head Injuries, 
and this series lends point to his plea for early operation, 
Hitherto the tendency has been to adopt an expectant attitude 
and, if the rhinorrhoea ‘stops in a few days, as it may easily 
do, then to do nothing more. In the pre-sulphanilamide days 
I had the tragic experience of losing such a patient with 
pneumococcal meningitis in the sixth week, and other cases 
quoted in the paper referred to show that the danger exists 
for as many years after injury. In all the cases the anterioy 
fossa was involved, and these observations concern the sinuses 
of that region and do not include the mastoid sinus. 


Anatomy.—The regions which are fraught with the danger of a 
compound fracture into the subarachnoid space are the posterior 
wall of the frontal sinus, the ethmoid cells, the cribriform plate 
itself, and the sphenoidal sinus. The dura may be penetrated by a 
spicule of fractured bone in any situation, but the floor of the 
anterior fossa lends itself to an additional method of damaging the 
dura. The bone in the region specified is extremely thin—even of 
tissue-paper thinness in places—and the closely attached dura is also 
very thin. When the base of the skull is fractured either by radia- 
tion from the vertex or by general distortion, the dura splits easily in 
this situation. On several occasions one edge of a dural tear has 
been removed from a linear fissure which has nipped the dura. 
Hence in the anterior fossa base the thin dura may be penetrated 
by spicules or split by distortion accompanying a fissured fracture. 
A distinction must be made between trauma of the ethmoid region 
and that of the cribriform plate. In the former region the fracture 
must tear the dura, but, in the latter, rupture of the olfactory nerves 
alone leaves an open pathway to infection. The sphenoidal sinus is 
least likely to be involved, as most fractures are anterior to this 
region. 

Material—Four of the 
were due to blunt injury. 


10 cases were battle casualties and 6 


Case Histories 


Case 1.—A cannon-shell splinter penetrated this man’s forehead 
on Noy. 11, 1942, and radiographs showed the track passing via 
the left frontal sinus, right ethmoids, and right antrum to the right 
temporal fossa. Rhinorrhoea was noticed a few days after injury, 
and it persisted irregularly in time and amount. Operation on 
March 8 (4 months after injury) showed a fistula running through 
a hole 1 in. by 1/4 in. in the posterior wall of the left frontal sinus 
and the anterior cribriform plate. Nasal mucosa was visible through 
the latter. A graft of fascia lata was applied over the opening 
remaining when the fistulous track was divided. The whole region 
was powdered with sulphathiazole and the wound closed. 

Case 2.—This man had lost both eyeballs on March 27, 1943, from 
a shell splinter. Cerebrospinal fluid was seen to leak from the left 
nostril on March 30. With jugular compression later, cerebrospinal 
fluid ran from the right orbit. X-ray report: ‘* Extensive damage to 
facial bones, left zygoma, left malar, bridge of nose, and fracture of 
posterior wall of right frontal sinus.” Operation on April 12 (16 
days after injury) showed a crack of the posterior wall of the right 
frontal sinus running into the cribriform plate, and CS.F. gushed 
out on raising the dura from this crack. A similar vertical crack 
on the left side ended in a loose piece of bone posteriorly. Dura 
from both sides of the cribriform plate was stripped back, enabling 
a large graft of fascia lata to be applied over the whole area after 
the crista galli had been removed. 

Case 3.—This soldier was wounded on March 22, 1943, by a mortar 
splinter in the forehead, which also destroyed the right eye. He had 
a mild attack of meningitis on April 16; and on May 7 for the first 
time a severe leakage of C.S.F. was reported, and 5 c.cm. was col- 
lected rapidly from the left nostril on that day. X-ray report: A 
large right frontal bone defect with many fragments in the orbit, 
but none in-driven.” Later films showed a fine linear fracture 
running vertically down in the midline and crossing to the left 
as it approached the cribriform plate. Operation on May 8 (47 days 
after injury) revealed a track passing from the right frontal lobe to 
the open cavity of the frontal sinus. The cribriform plate was intact 
on both right and left sides. In this case alone the dura was 
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opened, the adherent tip of the frontal lobe was amputated and a 
graft of fascia lata applied inside the dura over the opening, and 
the dural incision was then closed. 

Case 4—This man was injured by a mine on Dec. 18, 1942. 
Brownish rhinorrhoea was observed two days later and continued 
26, 1943, after which there was never enough C.S.F. to 
collect, though it was thought to be present. X-ray report: “ Exten- 
sive damage of the left frontal bone, nasal bones, and left anterior 
fossa. The fracture passes back in the floor of the left anterior 
fossa.” Encephalography on Feb. 11 Showed no abnormality. 
Operation on June 17 (6 months after injury) revealed two vertical 
cracks in the left frontal sinus and one crack in the right frontal 
sinus running down to a large hole in the posterior wall. A tear in 
the dura opposite the hole on the right side was sutured with black 
silk, the crista galli was removed, and a flap of temporal fascia was 


placed over the area. 

Case 5.—This man crashed on a motor-cycle on May 13, 1943. 
There was no history of C.S.F. leak. Proptosis was present, and 
vertical dip'opia, due to the depression of the orbital roof and eyeball 
on the right side to about 1 in. depth. X-ray report: “ There 
is a circular fracture involving the right frontal bone down the 
midline through the frontal sinus (both anterior and posterior walls 
affected), across the right cribriform plate and orbital roof out to the 
temporal fossa, and up towards the vertex to join the fracture of the 
forehead, completing the circle. There are other secondary fractures, 
and the orbital roof is a pulped mess depressed into the orbit.” 
On July 13 (2 months later) operation was undertaken to raise the 
orbital roof and permit the eyeball to be raised, and also to explore 
the dura. A large hole was found in the posterior wall of the right 
frontal sinus. The right orbital roof and supraorbital crest were 
in pieces and were raised to their normal position. A doubtful 
minute hole in the dura towards the front of the cribriform plate 
had a small muscle-graft placed over it. Convalescence was unevent- 
ful. The left eyeball began to rise steadily in the orbit, the diplopia 
lessened, and the ophthalmologist advised that no further operation 
on the eyeball itself was necessary. 

Case 6.—This man was hit on the nose by the breech-block of an 
anti-aircraft gun on May 28, 1943, fracturing the nasal bone. C.S.F. 
rhinorrhoea was reported on the third day and lasted for several days. 
He developed five recurrent attacks of pneumococcal meningitis, each 
attack being controlled by sulphadiazine or suphathiazole, until 
eventually he was flown to this unit on July 5. He was in coma in 
two of these attacks, and the pneumococcus was cultured from the 
C.S.F. on one occasion. He developed another attack on the day 
after admission. X-ray report: “‘A fine linear fracture of the 
posterior wall of the left frontal sinus running back towards the 
cribriform plate.” Operation was undertaken on July 10, this last 
attack of meningitis settling down in four days. A crack was found 
on the left side as shown in the x-ray film, running down to the 
midline and across, to end in a small hole on the right side of the 
cribriform plate, where mucus could be seen in the nose. The dural 
tear was increased in stripping the dura back off the cribriform 
plate. The dural tears were sutured with black silk before placing 
a large graft of fascia over both sides. He was out of bed on the 
thirteenth day, but developed a mild meningitic attack next day. 
This cleared up rapidly with sulphadiazine therapy, and there were 
no further complications. He was quite well when seen in late 
November. ; 


Case 7.—This man sustained a motor-cycle crash on June 1, 1943, 
and was operated upon at once in another hospital. Spicules of 
bone were picked out of the dura, and C.S.F. leak was reported 
for three days after operation. X-ray report: “A long linear gap 
in the left frontal bone—the frontal sinus opened and several frag- 
ments of bone are situated behind the gap, but not necessarily intra- 
cranial in position.” Operation on July 12 (6 weeks after injury) 
revealed a hole in the posterior wall of the left frontal sinus. On 
this side a protruding bone fragment 3 by 1.5 cm. was drawn’ out 
from a dural perforation. A crack was found on the right side 
anterior to the cribriform plate, with adherent dura. On removing 
this dura C.S.F. ran out. The dural holes were sutured and a graft 
of temporal fascia applied over the whole area. 


Case 8—This man was injured in an aeroplane crash in 
1943. _ Two lacerations in the forehead had been sutured, but they 
were infected and both eyes were closed by oedema. A constant 
discharge of brownish C.S.F. came from the left nostril. Spinal 
puncture revealed deeply blood-stained fluid. X-ray report: “ There 
is a depressed fracture of the right frontal bone into the frontal 
sinus with comminution of the orbital roof and ethmoids. A frac- 
ture can be traced down through the ethmoids into the maxilla.” 
Operation performed 2 days later revea'ed a loose piece of bone 
in the Posterior wall of the right frontal sinus continuous with the 
crista galli, which was also fractured. The crista galli and attached 
sinus wall were removed. There was a small dural tear opposite 
the crista, and the right orbital plate and ethmoid roof were cracked 
in many places. A temporal fascia graft was applied over the small 
dural tear. The supraorbital crest was raised into position and the 


depressed frontal bone was also elevated. Convalescence was 
uneventful. 

Case 9.—This officer crashed on a motor-cycle on Aug. 13, 1943, 
and it is probable that the wheel of the oncoming truck went over 
his head. He reports that C.S.F. leaked from the nose on the second 
day and continued for several days. There was a right sphenoidal 
fissure syndrome—i.e., partial loss of the first to sixth cranial nerves. 
X-ray report: “‘ A gross * block’ fracture of the facial bones—the 
upper limit passing through both fronto-malar areas and roof of the 
nose to both sides of the cranium, and the lower limit passing 
through the body of the maxilla, involving both antra.” Operation 
on Aug. 27 (14 days later) explored both sides of the anterior fossa 
back to the transverse fissured fracture, which was just anterior to 
both sphenoidal crests. A subsidiary crack into the right ethmoid 
region was found, with a dural tear in apposition. The optic fora- 
men was laid open and the sphenoidal crest was also removed to 
leave the optic nerve theca and the sphenoidal fissure exposed. 
There was a small tear in the optic nerve theca, through which a 
normal optic nerve could be seen; no blood-clot was present. A 
graft of fascia lata was applied over the dural tears. Post-opera- 
tively he was thought to be developing a frontal lobe abscess, but 
the appearance of paraesthesia, sensory changes, and muscle weak- 
ness in the palate, neck, and limb muscles established a diagnosis 
of peripheral neuritis. He was seen in December, when the loss of 
the lower half of the right field of vision was the only remaining 
sign of the previous paralysis of the first six cranial nerves on the 
right side. There was still some weakness in the left leg muscles. 

Case 10.—This man was injured on Aug. 27, 1943, in a car smash, 
and there were compound fractures of a forearm and a leg in 
addition to the severe head injury. C.S.F. rhinorrhoea was free from 
the right nostril for five days, and irregularly afier that. X-ray 
report: “ There is a depressed fracture of the fronto-nasal region, 
with extensions on both sides to the ethmoid plate. The frontal 
sinuses are involved in the fracture.” Operation on Sept. 13 (17 
days later) revealed a loose piece of bone in the posterior wall of 
the left frontal sinus attached to the fractured crista galli. There 
was a small dural tear on both sides of the crista due to penetration 
of spicules. The dura was cleared well back on the cribriform 
plate to enable these holes to be pursestringed with silk, and a graft 
of fascia lata was superimposed. 


Diagnosis 

C.S.F. rhinorrhoea and intracranial aerocele are two indubitable 
signs that the dura has been torn and that meningitis may be 
imminent. Aerocele did not occur in any of the 10 cases, but its 
presence demands investigation and operative repair of the dural 
injury. 

C.S.F. Rhinorrhoea.—In this series the discharge was slight, last- 
ing two days in three cases, three days in two cases, and irregularly 
for weeks in three cases; in only one case was there a profuse dis- 
charge, whereby 5 c.cm. of fluid was collected easily on the 46th day. 
In five cases the onset was delayed several days, presumably until 
the shrinkage of obstructing blood-clots permitted the fluid to escape. 
In the one case with profuse rhinorrhoea the discharge did not 
appear until the 46th day. In the first few days after injury the 
C.S.F. may be deeply blood-stained from associated cerebral lacera- 
tion, and any early nasal bleeding should be given careful con- 
sideration. Case 6 showed blood-stained fluid, and Cases 4 and 8 a 
brownish discharge. Localization of the fracture to the same side 
as the rhinorrhoea has proved to be quite unreliable unless taken in 
conjunction with the homolateral anosmia and corroborative x-ray 
findings. Cases 2, 3, and 8 showed left rhinorrhoea, but the dural 
tear was right-sided; and Case 10, with right rhinorrhoea, had 
bilateral dural tears. Nasal mucus, or tears, may cause doubt when 
the amount of fluid is scanty; but jugular compression will usually 
increase the flow, and the presence of sugar will establish the nature 
of the fluid. 

Anosmia.—Though not an outstanding symptom, anosmia is valu- 
able evidence of local injury where it can be established that there 
has been an alteration in the sensation of smell following the injury. 
The patient may be too comatose to examine or to give his pre- 
traumatic condition. Also, one or both nostrils may be blocked by 
swelling. In our cases the man’s statement about his previous sense 
of smell was accepted. Three cases had no sense of smell on either 
side; two had a slight degree of smell on one or both sides; four 
had anosmia on the appropriate side; and the one case with no 
dural tear had normal sensation. 

Radiography.—The recognition of a fracture in the floor of the 
anterior fossa may be an extremely difficult matter. In Case 6 a 
faint vertical crack was visible in the posterior wall of the sinus, but 
it could only be surmised that it continued back into the cribriform 
plate. At operation it was demonstrated that it had crossed the 
midline and ended in a hole on the opposite side. Case 5 was 
described as a circular fracture, but it was also surmised that the 
fracture crossed the orbital and cribriform plates, whereas it could 
be easily traced up from the temporal fossa across the forehead and 
down through the frontal sinus. Our procedure was to take stereo- 
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scopic antero-posterior and lateral views and then, if necessary, 
oblique views. Posterior fractures involving the anterior clinoid 
Process may be elucidated by taking an axial view of the optic 
foramen where the outer boundary is formed by the anterior clinoid 
process. Cases 9 and 10 were of the type described as a “ block ” 
fracture. The central naso-frontal block of bone was detached by 
two lateral fissures through the ethmoids in the one case and through 
the temporal and frontal bones in the other. 

Spinal Puncture.—1 believe that all patients with a head injury 
should have a spinal puncture. In the case of these anterior fossa 
fractures, examination of the spinal fluid may give warning of 
meningitis, and also it will check the presence of blood if there has 
been any doubtful nose-bleeding. 

Meningitis —Meningitis itself may confirm the diagnosis. Case 6 
showed no fracture in the original films, but the history of five 
recurrent attacks of pneumococcal meningitis was accepted as con- 
firmation of a dural tear, and a stereoscopic film revealed a hairline 
crack in the frontal sinus. Case 3 developed mild meningitis— 
headache, neck rigidity, pyrexia, and 10 cells per c.mm.—on the 
25th day after injury. This was controlled in a few days by 
sulphadiazine therapy. On the 46th day he complained of a 
“running cold in the head,” and was observed to have a profuse 
C.S.F. rhinorrhoea. It may be mentioned, by the way, that, though 
frank meningitis is diagnosed clinically by delirium, pyrexia, neck 
rigidity, and spinal fluid containing several thousand cells per c.mm., 
I cannot remember a case in which an organism could be recovered 
from the spinal fluid after sulphadiazine therapy had been instituted. 


Treatment 


All of these 10 cases were seen some time after their original 
injury, when they were co-operative and could be investigated fully. 
There should be no urgency in operating on a recently injured head 
case until the patient has recovered from the cerebral trauma; and, 
in fact, judged by this series, the diagnosis of a torn dura would not 
be made for several days or weeks. 


Preliminary Treatment.—All cases received prophylactic sulphadia- 
zine—preferably by mouth, but intravenously if necessary. The 
dosage was 6 g. daily, but if meningitis was present this was increased 
to 12 g. daily and an initial 6 g. given intravenously. Blood trans- 
fusion was rarely necessary, as the operation does not produce shock 
and was usually completed in two hours. 

Anaesthesia—This was essentially local infiltration of 0.5% 
novocain solution after a preliminary hyoscine and morphine injec- 
tion, which was supplemented by intravenous pentothal drip when 
necessary. Our procedure was to set up an intravenous saline drip 
apparatus at the start, and then either blood or pentothal could be 
rapidly substituted. 

Operative Technique.—A coronal incision within the hair line was 
used in most cases, turning the forehead flap down to expose both 
supraorbital ridges. In one case only a linear midline scar already 
present was incised to turn a unilateral flap, but the cosmetic effect 
of the coronal flap is well worth achieving at the expense of a 
bigger incision. The bone flap was unilateral or bilateral, depen- 
dent on our confidence in the localization of the dural injury. In 
either case it was hinged on the temporal muscle, and was made 
with four burr-holes for the unilateral flap and six burr-holes if 
bilateral. The lower midline burr-hole was placed as low as possible 
after studying the size of the frontal sinus. Five cases had bilateral 
bone flaps, and in only one case was there any bleeding from the 
longitudinal sinus. The dura was stripped up off the orbital plate 
both medially towards the cribriform plate and posteriorly towards 
the sphenoidal crest. Any fracture was easily seen, and the dural 
tear or escape of C.S.F. was looked for on the opposing dural sur- 
face. The opposite side was explored similarly. The more difficult 
case was the fracture of the crista galli or cribriform plate, where, to 
get at the dural tear adequately, the dura had to be stripped out of 
the cleft beside the crista galli—a very difficult procedure. The 
dura could then be stripped back easily to the sella turcica region 
if necessary. This complete elevation on both sides was necessary 
in only two cases (Case 6 and Case 10). It allowed the dural holes 
to be pursestringed with fine silk, and gave a very good exposure, 
but is best avoided if any smell sensation is still present. Our pro- 
cedure was then to powder the dura with sulphathiazole, apply a 
fascial graft over the area like a postage stamp, and seal an edge with 
diathermy. The crista galli was nibbled away before applying a 
midline graft, which would be distorted by its presence. Fascia 
lata was employed in six cases in which a good solid graft was 
indicated. Temporal muscle fascia was used in three cases, but it 
is thin and no great area can be covered. A muscle-graft was used 
in Case 5, where there was a minute and dubious hole. The graft 
was applied extradurally except in Case 3, in which the dura was 
opened widely to permit removal of the adherent anterior lobe. In 
this case it was much easier to apply the graft intradurally. It is 
reasonable to suppose that some other cases could be grafted more 
simply by working intradurally and avoiding a wide elevation of the 
dura. But the dural tears are small, and are best located by finding 





| 


the fracture and then seeing the hole or the escaping CSR, in that 





region. I do not think these small dural tears could be located as 
well intradurally, and also there is an advantage in avoiding trauma 
from direct handling of the cerebral lobes. 

All bleeding was stopped by diathermy to the dural yeins and 
wax to the bone. It is much more important to have the dural 
bleeding completely stopped in these low-pressure cases than jin . 
tumour operation, in which the raised pressure will stop any extra. 
dural oozing. The whole dura was then powdered ‘and the bone. 
flap and scalp sutured in place in the usual way. Bone chips were 
employed to fill up the frontal burr-holes. 

After-treatment.—No special complication arose. Both eyes were 
usually closed by frontal oedema for one or two days. Sul iazi 
therapy was continued for five days after operation with the routine 
dosage of 6 g. daily. These patients had little pain, and 
wished to be allowed up on the third day, though this was not per. | 
mitted until the tenth day. When revisiting the unit on Noy, 12 qj 
patients had been discharged and were understood to be well, 

Those patients with complete anosmia did not appear to ming 
their disability. They could not detect any testing materials in th 
mouth or nose, though taste was unimpaired. One Patient (Case 7) 
had a constant subjective sensation which he described as a “g. 


infectant ” smell. 
. Conclusions 


The following are the conclusions arrived at: (1) That th 
dangers associated with C.S.F. rhinorrhoea need stressing jp 
medical officers. (2) That unless the possibility of dural tearing 
is kept in mind, the rhinorrhoea, anosmia, and radiologic) 
evidence of fracture may be easily overlooked. (3) That 
head injury with C.S.F. rhinorrhoea, however slight, should 
undergo operative repair of the dura rather than risk the 
vagaries of natural repair. (4) That with the technique ud 
the operation is neither formidable nor dangerous , there were 
no deaths and no complications in this series. 

i k the War Office for permission to publish this 
a a colleagues Lieut.-Col. R. R. Lumsden, ENT, 
Specialist, Major W. H. Milligan, Radiologist, Major J. E. Caughey, 
Neurologist, and Major H. B. Stallard, Ophthalmogist, for ther 
helpful collaboration in the care of these patients. 
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(Archway Hospital, London) 















The therapeutic value of partially purified penicillin has ber 
established in this country (Florey and Florey, 1943 ; Fleming 
1943 ; Report to War Office; 1943 ; Christie and Garrod, 
others, 1944) and in the United States (Keefer er al., 198) 
but the use of untreated filtrate of cultures of Penicillium 
notatum has been very little noticed, although successful re 
have been obtained with gauze impregnated with the livi 
mould (Hobson and Galloway, 1944). 
This communication gives the results of the local use @ 
the untreated filtrate in 24 patients. The strain of P. notatun 
was kindly given by Prof. Fleming, and in growing it for t 
purpose the medium has been changed from time tot 
but has always been a modification of the Czapek-De 
formula. At present it is made according to that of Ch in¢ 
and MacNaughtan (1943) without the yeast extract which t 
recommend and with the addition of calcium carbonate. 
following constituents are dissolved in a litre of distilled water: 


Sodium nitrate (NaNO,) ; ii 3.0 g 
Potassium chloride (KCI) ns ? 0.5 
Magnesium sulphate (MgSO,, 7H,O) .. 0.5 
Ferrous sulphate (FeSO,, 7H,O) a's = ~~ 
Potassium dihydrogen phosphate (KH,PO,) .. ee, 
Disodium hydrogen phosphate (Na,HPO,, 12H,O) .. 33.5 
Glucose (pure B.D.H. anhydrous or “ Climax” 

brand, Corn Products Ltd.) .. ; iia 
Distilled water to 1,000 c.cm. 


Sterilize in free steam for 14 hours in 200-c.cm. amounts in Hit 

conical flasks. Add 5 c.cm. of 10% solution of sterile 

carbonate to every 200 c.cm. of medium before inoculating. ! 
final pH is about 7. 
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The medium should form a depth of not more than 1.5 to 2 cm. 
in order to expose to air a large surface relative to the volume. 
Incubation is at a temperature of 24°C. for 8 to 10 days. 
When the flasks have not been shaken the mould forms a 
thick firm pellicle and the culture medium below is almost 
as clear as before incubation. The fluid medium, after growth, 
is passed through a Seitz filter, and is tested to make sure 
that the reaction is nearly neutral and that less than 0.1% 


glucose is left. 

The assay of the product is made by comparing its action 
on the Oxford strain of staphylococcus with the action of 
a standard specimen of calcium salt of penicillin. The method 
mostly used is the established one of measuring the zone of 
inhibition of the staphylococcus around a piece of porcelain 
tube (containing the penicillin) set on a heavily inoculated plate 
of agar medium, and, occasionally for check, the assay is made 
by inhibition of the growth of the coccus in broth produced by 
serial dilutions of the standard preparation and the unknown 


filtrate (M.R.C. War Memorandum No. 12). The filtrates used - 


for treatment varied in strength from 4 to 10 units per c.cm. ; 
they do not lose stréngth when kept at 4° C. for seven days nor 
when heated to 65°C. for 24 hours. 
methods used for production and assay are described in a paper 
by R. M. Sandercott, which is expected to appear in the Bulletin 
of the Institute of Medical Laboratory Technology in July of 
this year. 

Specimens of pus, etc., from patients for whom penicillin 
yeatment was desired have in most cases been cultured bacterio- 
‘ogically, and the most important pathogens (usually staphylo- 
coccus or haemolytic streptococcus) tested for sensitivity to 
penicillin. 

The filtrate is applied to superficial lesions by gauze soaked 
in it, by a cream (made of lanette wax 4%, liquid paraffin 
25%, paraffin wax 3%, and filtrate 68%) or by portions of 
the recently grown mould after the fluid medium had been 
drained away from it. Cavities in bone which are accessible 
to the surface are packed lightly with gauze soaked in the 
filtrate and sealed (if surrounding surfaces are suitable) with 
sheets of “cellophane” fixed by elastoplast. Deep sinuses in 
muscle and subcutaneous tissues are treated with indwelling 
catheters, which are carefully shortened as the sinuses heal 
from the bottom. Cavities and sinuses are washed out with 
saline before fresh filtrate is left in them. Treatments are 
carried out at first twice a day and usually, after a few days, 
once daily and then less frequently. In dealing with large 
wounds with sinuses the number of dressings is reduced to 
a minimum. ; 

In general, when the treatment is successful it produces the 
same results as solutions of the calcium salt of the drug used 
locally. These are reduction in suppuration, increase of 
healthy granulation tissue and epithelium, decrease of pain 
in the lesion under treatment, and a rapid improvement in 
general well-being. Patients state that the filtrate stings to a 
moderate or, with a few batches, a severe degree when it is 
applied to a raw surface, but as a greater compensation it 
quickly reduces the tense throbbing pain and the burning sensa- 
tion of the inflamed tissues from which many of them have 
suffered almost continuously for months or years. Experience 
has also confirmed that the drug is not a substitute for surgery 
but a very powerful ally to it, and in a complicated case 
repeated surgical measures may be needed to bring the benefits 
which they themselves are known to produce and to allow 
the penicillin the direct access to bacteria which it requires. 
In some cases of acute or chronic osteomyelitis, sequestrectomy 
may be needed after the filtrate has reduced the toxaemia and 
the inflammation of the soft tissues, but the benefit to the 
patient is still undoubted. Brief reports are given of all 
patients treated so far, with the exception of some very minor 
infections and some patients in whom treatment has been too 
recently begun for comment. The names of the surgeons who 

were in charge of the patients and who kindly supplied the 
notes are given in parentheses. 


Case Histories 
Case 1.*—Male, 28 years. Chronic osteomyelitis of sacrum. 
Multiple sinuses. Injured in Germany, April, 1942. Admitted 
Feb. 22, 1944, with multiple intercommunicating sinuses. No 





More details of the. 


"material change until instillation of penicillium filtrate started on 


March 13 and continued daily for 3 weeks and subsequently 
at shorter intervals. Marked improvement in general condi- 
tion; diminution of discharge and of haemolytic streptococci. 
Hip mobility restored. Total penicillin, 1,500 units. (Mr. E. T. 
Bailey.) 

Case 2.*—Male, 25 years. Compound fracture of right femur and 
shell wound. Wounded Jan. 5, 1943. Admitted to Northern Hospital 
July 8, 1943. Plaster was applied in Tobruk four months previously. 
No material improvement after 3 months’ sulphonamide treatment, 
blood transfusions, etc., until on Jan. 14, 1944, penicillum filtrate was 
instilled once daily for 8 days. Effect was progressive reduction in 
amount of discharge and of haemolytic streptococci, followed by 
gradual healing of 10-inch thigh wound and establishment of bony 
union. Total penicillin, 1,000 units. (Mr. E. T. Bailey.) 


Case 3.*—Ma'e, 17 years. Staphylococcal osteomyelitis of tibia 
and abscess of thigh. Admitted June 30, 1943, for possible tuber- 
culosis of right hip. Developed abscess of thigh Aug. 10 and acute 
osteomyelitis in upper tibial epiphysis six weeks late. Tibial cavity 
drained and daily instillation of penicillium filtrate begun Oct. 18, 
continued for one week, and repeated for another week a fortnight 
later. Progressive and rapid decrease of discharge and of Staph. 
aureus and haemolytic streptococcus ; closure of cavity and restora- 
tion of normal x-ray appearance. Effect on abscess of thigh simi- 
larly treated: almost immediate response of previously intractable 
inflammation, with healing in four weeks. Total penicillin, 800 
units. (Mr. E. T. Bailey.) 


Case 4.—Through-and-through war wound above knee; recent 
sequestrectomy. 500 units instilled during week resulted in almost 
total healing in a month, comparing most favourably with cases 
without penicillin. (Mr. E. T. Bailey.) 


Case 5.—Male, 8 years. Subacute osteomyelitis of tibia for 2 
months. 300 units during 10 days caused rapid reduction of profuse 
pus and the granulation of 2 sinuses, with much improvement of 
general health. The penicillium filtrate treatment was started 
immediately after second operation. (Dr. D. Kaye.) 


Case 6.—Male, 21 years. Profuse suppuration for 3 weeks of 
finger with compound fracture of phalanx. 100 units during a week 
produced in that time a clean wound with healthy granulations. 
(Mr. R. A. V. Lewys-Lloyd.) 


Case 7.—Male, elderly. Chronic osteomyelitis of tibia. Two 
sinuses were treated during 8 to 10 days with 140 units; one was 
practically healed and one quite healed and dry. In comparison, a 
third sinus was unchanged while treated with acriflavine in the same 
period; this sinus is now responding to penicillin. (Mr. R. A. V. 
Lewys-Lloyd.) 


Case 8.—Female, 13 years. Sinus discharging for months follow- 
ing perinephritic abscess and nephrectomy. 500 units during 3 weeks 
caused cessation of discharge, much reduction in size of sinus, and 
general improvement in health. (Dr. G. M. Palser.) 


Case 9.—Male, adult. Deep infected wound of palm 2} in. by 
1 in., of two months’ duration; healing ceased. 30 units and 
mycelium during a week caused healthy granulation all over and 
rapid epithelization. (Mr. E. E. Bourke.) 


Case 10.—Female, 46 years. Two syphilitic ulcers of leg, station- 
ary for 5 years despite constant treatment. 300 units during a month 
greatly reduced swelling and pain of leg and reduced ulcers to less 
than half the area. Treatment is being continued. (Miss G. M. 
Sandes.) 


Case 11.—Female, 45 years. X-ray burn and ulcer of big toe, 
lasting 6 years, with very slow improvement under treatment. Rapid 
improvement started by 2 weeks’ treatment with calcium penicillin 
and continued to almost complete healing with 500 units of filtrate 
given during 5 weeks. (Miss G. M. Sandes.) 


Cases 12, 13, and 14—Three female children with gonococcal 
vulvovaginitis for 34, 9, and 14 months, resistant to sulphadiazine (2) 
or sulphapyridine. 40 units each during 4 days resulted. in cure, 
observed for four months. Filtrate retained in vagina by elevation 
of pelvis for half an hour after daily instillation. (Miss G. M. 
Sandes.) 

Case 15.—Female, 32 years. Abscess in superficial tissues of 
abdominal wall associated with widespread surrounding erythema 
and rheumatic pains, lasting for 6 weeks after appendicectomy. 
During 12 days 240 units produced cessation of suppuration and 
progressive healing of wound. (Miss G. M, Sandes.) 


Case 16.—Female, adult. Operation wound for frontal sinusitis, 
indolent for two months, with inflammation of surrounding skin. 
100 units followed by healthy granulation of wound and subsidence 
of skin infection. (Mr. Bedford Russell.) 





* Patients 1, 2, and 3 were demonstrated by Mr. Bailey and me 
at a meeting of the Clinical Section, R.S.M., on April 14, 1944. 





656 May 13, 1944 


CRUDE PENICILLIUM FILTRATE FOR LOCAL TREATMENT 


Britisu 
Mepicat Journa 





Case 17.—Female, 38 years. Abscess and sinuses of abdominal 
wall for 12 months. 600 units during 7 weeks, with sulphapyridine 
powder during part of time, almost ended profuse suppuration, closed 
sinuses and gape of wound, and improved general condition. 
(Mr. I. Price.) 

Case 18.—Female, adult. Large breast abscess with much swelling 
of surrounding breast; incised and one pint of pus removed. 200 
units of penicillium filtrate instilled twice a day during five days 
reduced discharge to a little sero-pus and brought surrounding tissues 
to normal. (Dr. G. M. Palser.) 

Case 19.—Female, 65 years. Cellulitis and suppuration in 
resutured abdominal operation wound. Local treatment by sulph- 
acetamide (albucid) and by eusol produced very slow progress during 
two months; 150 units during 5 days ended suppuration, reduced 
sinuses and gape of wound, and produced healing edge all round. 
(Mr. W. T. Kenny.) 

Case 20.—Female, 17 years. Two abscesses in right breast. The 
larger, after incision, treated with 300 units during 3 weeks, healed 
well in spite of a near-by pocket requiring another incision. This 
illustrated need for close contact of penicillin with the suppurating 
lesion, and the result was considered only moderately successful. 
(Dr. G. M. Palser.) 

Case 21.—Male, adult. Osteomyelitis of tibia greatly improved 
in healthy granulation by 170 units; unopened abscess produced 
septicaemia, successfully treated by sulphathiazole. Rapid healing of 
sinuses and abscess then resumed. Septicaemia recurred. Systemic 
administration of penicillin needed. (Mr. E. T. Bailey.) 

Case 22.—Female, 40 years. Acute breast abscess. After incision, 
200 units in 9 days, followed by healing not more rapid than normal. 
(Dr. G. M. Palser.) 

Case 23.—Female, 10 months. Subacute suppurative cellulitis of 
temporal region and brain abscess (probably due to B. necrophorus). 
Profuse suppuration in muscles of temporal and pterygoid regions 
subsided to oedema after 80 units during one week, but pus had 
rapidly decreased previously without penicillin. Necrosis of mastoid 
cells found at operation, and child died same day. At necropsy a 
well-encapsulated abscess in temporal lobe of brain without apparent 
connexion with surface; no suppuration in tissues outside skull. 
Effect of filtrate doubtful. (Mr. McCrea.) 

Case 24.—Male, elderly. Chronic osteomyelitis and sinus of thigh. 
Very little improvement with 280 units of filtrate in a week followed 
by 250 units of calcium salt, although Staph. aureus isolated was 
quite sensitive to penicillin. (Mr. E. T. Bailey. ) 


Comment 


It is considered that in the first 19 of these patients the 
filtrate has been successful, sometimes to a quite unexpected 
degree ; in the other 5 success was partial, doubtful, or absent. 
It_is claimed, however, that this series shows that the effects 
expected of penicillin can be obtained by the unconcentrated 
filtrate when it can be applied locally to tissues infected with 
bacteria sensitive to it. 

Since the filtrate can be readily produced and assayed in a 
bacteriological laboratory which has a well-trained staff, it can 
be used for local application to acute and chronic abscesses, 
sinuses, and ulcers as a substitute for the partially purified 
substance until the latter is available. Since the filtrate retains 
its potency at 4° C. for at least a week, it is possible to provide 
a steady supply by the production of one or two batches 
weekly. 

A specimen was dried in several portions on April 25, 1944, 
in Major J. E. McCartney’s laboratory by Mr. A. G. Rayner 
by the method which he recently described (A. G. Rayner, 
1943), and when the dried substance is dissolved in sterile 
water some portions have retained full potency for 8 days, but 
others are found to have lost it entirely immediately after 
drying. This irregularity is being investigated. 

It has been found in this series, as it has been by other 
observers, that, in the course of treatment of external lesions 
by penicillin, B. pyocyaneus becomes prominent and may hinder 
healing after the penicillin-sensitive bacteria have been reduced 
or banished. I have confirmed, by sensitivity tests similar to 
those used for assay of penicillin, that B. pyocyaneus (4 strains) 
is quite sensitive to saturated solutions (4%) of boric acid ; 
and Dr. G. M. Palser has found in three patients that the boric 
acid solution reduced the suppuration due to B. pyocyaneus 
and permitted continuation of healing, although the organism 
recurred when boric acid was stopped before healing was 
complete. This seems worth further trial. 


is 


Summary 


Crude penicillium filtrate containing 4 to 10 units of Penicillin 
per c.cm. may be used successfully for treating many acute and 
chronic inflammations by local application, in place of the i 
purified calcium salt of penicillin: the filtrate can be dependably 
produced and assayed in a bacteriological laboratory in usefyl 
quantities. 


I wish to express thanks to the surgeons for their co-operati 
Drs. A. Martin and C. H. Carrington and others of imperial Chemica 
(Pharmaceuticals) Ltd., for imparting much of their experience: to 
Di. J. H. Waelsch and Mr. E. Martin for helpful suggestions ; ‘and 
especially to Mr. R. M. Sandercott for his enthusiasm in developing 
and carrying out the technical work. 
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AUTOLYSED YEAST IN THE TREATMENT OF 
NUTRITIONAL MACROCYTIC ANAEMIA 


BY 
G. R. SIPPE, M.B., B.S. 


(From the Bacteriological Laboratory, Reduit, Mauritius) 


Nutritional macrocytic anaemia has been reported from India, 
China, Africa, and Macedonia, and there is strong evidence 
that it is a deficiency disease due to the absence of one or 
more essential vitamin-like factors in the diet. It will therefore 
tend to occur in communities where, for economic or other 
reasons, foodstuffs containing adequate supplies of these factors 
do not normally form part of the diet. Thus in the poverty- 
stricken areas of Macedonia, Fairley et al. (1938) found the con- 
dition to be common among refugee peasants, and Wills (1934) 
stated that it was especially rife in Southern India, where rice 
is the staple food. In Mauritius it is particularly common 
among those members of the community who, for religious 
reasons, do not include beef flesh in their diet. 
is found in both sexes, and is most prevalent during the second 
and third decades. It is especially apt to appear during the 
latter half of pregnancy, and it is probable that in cases of 
malarial splenomegaly the disease is aggravated by excessive 
destruction of normal and abnormal erythrocytes by the 
hypertrophied reticulo-endothelial system (Fairley et al., 1938; 
Hughes and Shrivastava, 1931). 

Although it is agreed that nutritional macrocytic anaemia 
is a deficiency disease, the part played by the factor or factors 
whose absence is responsible for the condition is obscure. 
Autolysed yeast (marmite) (Wills, 1934) and crude liver 
extracts both produce a maximal reticulocyte response, and 
Wills found that the factor or factors were water-soluble, heat- 
stable in an acid medium, and partially resistant to autoclaving 
in an alkaline medium ; and Formijne (1940) has shown that 
potent substances can be obtained by extraction of beef flesh 
with 70 to 80% alcohol, but that the potency is lost in 
concentrations of 90% alcohol. 

Wills et al. (1937), in the course of experiments on rhesus 
monkeys suffering from an artificially induced anaemia which 
was considered to be the counterpart of nutritional macrocytic 
anaemia in man, found anahaemin to be ineffective. _ This 
was surprising in view of its efficacy in cases of Addison's 
pernicious anaemia. Trials with anahaemin in nutritional 
macrocytic anaemia in man have given variable results. Wills 
and Evans (1938) considered it to be ineffective, and Napier 
et al. (1938) stated that some cases responded well while others 
failed to show any response. Fairley (1940) found very large 
doses to be effective in an Indian suffering from the condition. 

Wills et al. (1937), in further experiments with campolon, 
which was fractionated into soluble and insoluble portions by 
saturation with ammonium sulphate, found that the insoluble 
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a 
portion (containing the major part of the anahaemin) was very 
potent in cases of pernicious anaemia and inactive in monkey 
anaemia, and that the soluble portion was active in both con- 
ditions. It is suggested that the potency of the soluble fraction 
may be due to some of the anahaemin in the crude extract 
not being precipitated, or to a new substance not precipitated 
by the ammonium sulphate. 

It is possible that there are two essential factors in the diet 
(Wills et al., 1937): one which reacts with the intrinsic factor 
to form the liver principle, and the other—also found in the 
crude liver extract and not precipitated by saturation with 
ammonium sulphate—which is necessary for the activity of the 
pure liver extracts. Probably the commonest source of these 
factors in the average diet is beef flesh, and it has been shown 
that autolysed yeast (marmite) is extremely potent in the con- 
dition under discussion. Watery yeast extract and dried yeast 
powder (Wills, 1934) are inactive. 

In treating nutritional macrocytic anaemia, the reasons for 
the non-consumption of foodstuffs containing adequate quanti- 
ties of the necessary factors—namely, economic hardship and 
racial and religious prejudice—must be closely borne in mind, 
and it must be remembered that the condition will relapse 
unless means are adopted for the continuous supply of the 
essential foodstuffs. Autolysed yeast would appear to be the 
ideal substance, as not only is it rich in the necessary factors 
and acceptable to all communities, but, on account of its cheap- 
ness, can readily be made available to all sections of the public. 
Autolysed yeast is also rich in certain members of the vitamin B 
complex, and in Mauritius has proved valuable in the treat- 
ment of pellagrous dermatitis and angular stomatitis and 
glossitis (Dr. André), two conditions which by virtue of the poor 
diet tend to occur in regions where nutritional macrocytic 
anaemia is found. 

A number of cases of nutritional macrocytic anaemia have 
been treated with yeast obtained locally as a waste product 
in the manufacture of alcohol by fermentation of molasses. 
The yeast mixture is obtained from the bottom of the vat after 
fermentation has ceased and the top fluid has been run: off. 
Normally this sediment is discharged on to the fields, where 
on account of its nitrogen content it has some value as a 
fertilizer. The sediment (yeast mixture) has the consistency 
of thin gruel and is brownish in colour. The taste is not 
pleasant, but when given with water and a little sugar the 
mixture is more palatable. 

At present work is proceeding in an attempt to render the 
mixture more agreeable to the taste and to obtain it in a more 
concentrated form, since patients very occasionally are unable 
to take it on account of the vomiting and diarrhoea it may 
produce. This intestinal upset is probably due to the taste 
and acidity of the mixture, which has to be taken in com- 
paratively large amounts, and to the insoluble material pre- 
sent in the residue. It is hoped that preliminary washing 
associated with some form of evaporation in pans, similar 
to that employed in the preparation of salt, may prove 
satisfactory. , 

Before use it is advisable to pass the mixture through a 
coarse filter, such as cheese-cloth or a fine screen. Afterwards 
it is sterilized at 70° C. for one hour, which not only kills 
any pathogenic organisms that may be present but also the 
yeast cells themselves, and autolysis is thus hastened. It is 
probable that liberation of the potent factor or factors occurs 
only after autolysis has taken place. In these experiments 
amounts of yeast sufficient for two to three weeks’ treatment 
were prepared at one time and administration was started 
immediately after sterilization. No work has yet been done to 
ascertain whether prolonged keeping will increase the potency 
of the preparation. The quantity of the mixture necessary 
© produce a satisfactory blood response has been found to 
be from 3 to 6 oz. a day. In pregnancy, especially during the 
latter half, the bone marrow may fail to react even with very 
large doses, and this unsatisfactory feature has been noted by 
Davidson e7 al. (1942). It may be due partly to increased 
demands by the foetus for the liver principle and a temporary 
inhibition of the bone marrow during pregnancy, and partly 
fo the absence of some essential factor in the diet. 


Samples of yeast mixture from two separate distilleries 
(Nos. | and 2) were analysed, with the following results: 


Taste I.—Average Composition of Yeast Liquor 
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TasLe II.—Average Composition of Solids from Yeast Mixture 





























Liquor : 
: Yeast : Phosphorus Calcium 
(% Solids) Protein (approx.) Calcium Pentoxide Iron Sulphate Ash 
% % % % % ay 
1 (26°6) 6°74 13 18-4 0-65 0-09 32-0 57.20 
2 (15-6) 27:38 54 39 1-50 0-27 — 19-25 

















In distillery No. 1 the molasses used for fermentation were 
obtained from a sugar factory producing white (bleached) sugar, 
and in No. 2 the molasses were from a factory producing raw 
(unbleached) sugar. The large amounts of inert calcium sulph- 
ate present in the sample from distillery No. 1 result from 
the bleaching process, and therefore are not found in the 
sample from the second distillery. In the experiments to date 
the yeast has been obtained solely from distillery No. 1, but 
it is proposed in future to use the mixture from distilleries of 
the second type in view of the much larger quantities of yeast 
present in the sediment. 

The following are details of cases treated with this yeast 
sediment. Owing to the isolation of the laboratory from the 
hospitals, a full blood examination was not always possible, 
nor was a daily reticulocyte count practicable. All cases 
showed definite hyperchromia and marked macrocytosis and 
anisocytosis. In Cases 1, 3, 5, and 6 gastric analysis was carried 
out after the yeast treatment; in Case 4 it was done before 
treatment. Free acid was found in all. Patient No. 2 was 
unable to swallow the tube even after treatment had finished. 


Case 1.—-A male Moslem aged 43 had been for four months com- 
plaining of weakness, dyspnoea, and palpitations. When seen he 
was weak, and pallor of the tongue and conjunctiva was extreme. 
The spleen was not palpable. The blood findings were: R.B.C., 
760,000 per c.mm.; Hb, 2.94 g.% (Sahli); W.B.C., 4,500 per c.mm.; 
mean corpuscular haemoglobin, 38.7 yy. A few trichuris eggs only 
were found in the stools, and the urine was normal. Yeast, 6 oz. a 
day, was ordered, but by mistake the patient actually took 8 oz. a 
day. After two weeks he began to improve rapidly, and eight weeks 
after starting treatment the blood findings were: R.B.C., 4,050,000 
per c.mm.; Hb, 11.9 g.% (Sahli); W.B.C., 7,200 per c.mm.; M.C.H. 
29.7 yy. 

Case 2.—A male Hindoo aged 21 had complained of weakness, 
palpitations, and dyspnoea on exertion for the last three years. He 
was pale and weak when seen. The blood findings were: R.B.C., 
720,000 per c.mm.; Hb, 4.34 g.% (Sahli); W.B.C., 6,150 per c.mm. ; 
M.C.H., 60.0 yy; packed cells, 12.95% ; mean corpuscular volume, 
179.8 c.u. No malaria parasites were found. The stool examination 
showed no ova or protozoa; the Kahn reaction was positive (++); 
van den Bergh, 1.75 mg. bilirubin per 100 c.cm. Yeast mixture, 
3 oz. a day, was ordered. Six weeks after starting treatment 20 gr. 
of totaquina was given daily for four days. Two weeks later he 
complained of burning of the mouth, and some glossitis and angular 
stomatitis occurred. This disappeared in about 16 days without 
local treatment. Two weeks before treatment ceased the dose of 
yeast was increased to 6 oz. a day, and the blood findings after 
16 weeks’ treatment were: R.B.C., 4,860,000 per c.mm.; Hb, 15.4 g.% 
(Sahli); W.B.C., 7,700 per c.mm.; M.C.H., 31.4 yy. The patient is 
now back at work and in excellent health. 


Case 3.—A female Hindoo aged 24 had been sick for three months 
with vomiting, palpitations, and weakness. When seen, pallor was 
extreme and the blood findings were: R.B.C., 640,000 per c.mm.; 
Hb, 2.66 g.% (Sahli); W.B.C., 7,500 per c.mm.; packed cells, 8.9% ; 
M.C.H., 41.5 yy; M.C.V., 139.0 cu; van den Bergh, 1.5 mg. 
bilirubin per 100 c.cm. No malaria parasites were found. The 
stools showed no ova or protozoa. The Kahn reaction was negative. 
The patient was four months pregnant, and the spleen was not 
palpable. Treatment with yeast, 6 oz. a day, was begun, and was 
supplemented ten weeks later with ferri et ammon. cit. gr. 90 daily 
as there was a lag in the haemoglobin percentage. Four weeks later 
the yeast was increased to 9 oz. daily, and the following week a 
stillborn infant was delivered. Improvement was rapid for the first 
eight weeks, after which the stress of the six-months pregnancy was 
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manifest, and the count remained more or less constant at this level 
until after confinement. When she was last seen her condition was 
excellent. The blood findings were: R.B.C., 3,990,000 per c.mm. ; 
Hb, 12.04 g.% (Sahli); W.B.C., 8.650 per c.mm.; M.C.H., 30.2 yy. 


Case 4.—A male creole aged 22 had been sick for nine months 
with weakness, dyspnoea on exertion, and bleeding from the gums. 
When seen, pallor was marked, and there was some periodontal 
ulceration and sponginess of the gums, with secondary infection of 
the left wisdom tooth and oedema of the left cheek. The blood 
findings were: R.B.C., 1,890,000 per c.mm.; Hb, 8.26 g.% (Sahli); 
W.B.C., 5,600 per c.mm.; packed cells 27.4%; M.C.H., 43.7 yy; 
M.C.V., 144.9 c.u; bleeding time, 4 min.; coagulation time, 6 min. 
Subtertian and benign tertian malaria parasites were found. Van 
den Bergh: 0.6 mg. bilirubin per 100 c.cm. Stools: anky!ostome 
ova +; urine: pus cells ++. Spleen just palpable. Treatment with 
yeast 3 oz. daily was begun, with quinine gr. 15 intramuscularly 
for four days. No treatment for hookworm was given. The patient 
was unusually co-operative, and in eight weeks was back at work, the 
R.B.C. count being 4,350,000 per c.mm., the Hb 13.44 g.% (Sahli), 
and the M.C.H. 30.9 yy. 

Case 5A female Hindoo aged 38, 7-para, had complained of 
extreme weakness and troublesome diarrhoea since her confinement 
five weeks previously. Pallor and weakness were marked, and the 
blood findings were: R.B.C., 620,000 per c.mm.; Hb, 3.22 g.% 
(Sahli); M.C.H., 51.9 yy. No malaria parasites were found. Stool 
examination showed neutral fat and fatty acids ++; no ova or 
protozoa were present. The spleen was palpable on inspiration. 
Clinically the case did not resemble sprue, and a diagnosis of 
nutritional macrocytic anaemia was made. Yeast, 6 oz. a day, was 
given. Mist. bismuth. sed. 1/2 oz. four-hourly was prescribed for 
the diarrhoea, which cleared up within 48 hours and did not trouble 
the patient again except during several nights one week later. This 
again responded to the bismuth mixture. Two weeks after starting 
treatment mild glossitis and angular stomatitis similar to Case 2 
were noted. This disappeared as the clinical condition improved. 
The patient was not seen again until approximately five months 
later, during which time the yeast had been taken irregularly. She 
was, however, very well. The R.B.C. count was 3,620,000 per c.mm. ; 
the Hb 12.3 g.% (Sahli), and the M.C.H. 34.2 yy. 

Case 6—A male Hindoo aged 26 had been ill for five months 
with weakness, palpitations, and dyspnoea. Pallor of the mucous 
membranes was marked, and the blood findings were: R.B.C., 
1,320,000 per c.mm.; Hb, 6.30 g.% (Sahli); M.C.H., 47.7 yy. No 
malaria parasites were found. He was given yeast, 2 oz. four 
times a day, and improvement was rapid and continuous. In seven 
weeks the R.B.C. count was 4,100,000 per c.mm., the Hb 13.8 g.% 
(Sahli), and the M.C.H. 33.8 yy. He is now well and has resumed 
work. 

Conclusions 


Sediment obtained from distilling-vats after fermentation has 
ceased is potent in the treatment of tropical macrocytic anaemia. 
This potency is due to the presence of autolysed yeast, which 
has been shown to contain the factor or factors necessary 
for the normal maturation of red cells and in whose absence 
an anaemia of the macrocytic type develops. Certain members 
of the vitamin B complex are also present in the yeast sediment, 
which has been used successfully to treat angular stomatitis 
and glossitis and pellagrous dermatitis. 

It is preferable to obtain yeast sediment from factories pro- 
ducing unbleached sugar, as the yeast content is higher and 
calcium sulphate is absent. The latter may produce diarrhoea, 
possibly on account of its bulk. The yeast sediment used is 
obtained as a waste product and hence it is cheap. It is also 
acceptable to religious sects that will not eat beef flesh. 

Concentration of the yeast extract and distribution from 
hospitals, estates, child welfare centres, and schools might be 
undertaken with valuable results in a country where tropical 
macrocytic anaemia is common, such as it is in Mauritius. 


I am indebted to Mrs. D. Collins, M.Sc., for the analysis of yeast 
samples; to superintendents of the various district hospitals for per- 
mission to treat cases; and to the manager of Medine estate for 
supplies of yeast. I should like also to thank Dr. d’Arifat, Ag. 
Director, M. and H. Dept., for permission to publish this paper. 
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FAMINE OEDEMA IN PRISONERS OF WAR 


BY 


DOUGLAS S. STEVENSON, M.B.E., F.R.F.PS., 
Brigadier, A.M.S. 


Oedema or dropsy occurring under conditions of starvation 
or of semi-starvation has been recognizetsince the earliest 
days, in particular being associated with war, and records of 
it occur in literature of the ancient world. In more modern 
times Napoleon’s army is stated to have suffered in this way 
in its retreat from Moscow in 1812, and there have been such 
records from time to time under famine conditions in Ireland, 
India, China, the Siege of Paris, and Central Europe from 
1914 onwards during the 1914-18 war; and in these histor'es 
the clinical picture has been fully described and many theories 
of causation advanced (Official History of the War, 1914-4) 
These theories are all, of course, from the days when accurate 
biochemistry was unknown and the vitamins equally 5, 
although it was appreciated that the empiric use of certain 
foods—e.g., citrus juice—did help to cure conditions such 
as scurvy. A frequent comment in some records is that no 
evidence of scurvy appeared and that people died of dropsy 
alone—a clinical finding worth remembering, as scurvy was 
greatly feared in times of want. Another observation is that 
in the civil population dropsy affected the adult males rather 
than the women and children, and it is generally agreed that 
when famine conditions were ameliorated most of the surviving 
sufferers were restored to normal health. The mortality figures 
vary greatly, in some cases being 50% ; but seldom is there 
any clear reasoning as to the cause of the dropsy—simply that 
it was due to insufficient food. 


Aetiological Factors 


What are the possible and what the probable causes of such 
oedema or dropsy? 
of beriberi with its leg weakness, unsteadiness of gait 
dyspepsia, anaesthesiae, and paresthesiae—must be considered 
Secondly, nephritis. Richard Bright’s (Boyd, 1938) description 
in 1827 of oedema and albuminuria as the main clinical 
features and the naked-eye observations of the diseased kidney: 
is historic. The war nephritis described in detail in the 
Official History of the War (1914-18), and considered to & 
no different from the acute nephritis of civil life has also 
to be borne in mind, noting that dyspnoea was often th 
presenting symptom, oedema was of short duration, and acut 
uraemia was frequent. Thirdly, we have food deficiency: 
famine oedema, the German Oedemkrankheit or Kriegsédem, 
the French Oedéme de la famine ou de la guerre—oedem 
associated with famine and commonly with war, so frequently 


partners. These are the most likely causes of oedema occurring | 


in comparatively large numbers of persons and under th 
circumstances to be stated. 


Cases from German Prison Camps 


Recent examination of some repatriated prisoners of wat 
captured in May-June, 1940, in France, reveals that these me 
developed, in one case at four months, in an average at el 
months, and in one case at as long as fifteen months 
capture—i.e., in 1941, and while in Germany—oedema of le 
face, and genitals, preceded by malaise, dyspnoea, and seve 
headache. Their condition otherwise at that time is not kne 
to us, nor have we any record of the results of the examin 10 
of their urine. They were stated to be suffering from nephrit 
After capture in 1940 the men were marched considerab 
distances on an extremely poor diet and in battle dress, som 
without overcoats, eventually reaching prison camps in differe 
parts of Germany, where they were put to work, still on 
diet very low in quality and quantity. This diet is describe 
by each of them separately as consisting daily of o 
of a loaf of black bread, a pint of thin soup with some cabva 
in it, and a few half-rotten potatoes. On occasion a porte 








First, avitaminosis beriberi—the wet type 
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of swede turnip was given in place of potatoes. This diet does 
not work out at the claimed German ration containing 55 g. 
of protein a day and amounting in energy value, from this 
and other ingredients, in all to about 1,800 calories, but was 
in fact gravely lacking in protein, especially good-quality 
animal protein, and was far from sufficient for men who were 
put to work. In addition the winter of 1940-1 was severe 
and their clothing inadequate. At about this time—spring, 
1941—it was reported by delegates of the Protecting Power 
and the International Red Cross Committee that there was an 
outbreak of nephritis among the prisoners of war. The chief 
symptom was said to be oedema, but hypertension, haematuria, 
and albuminuria were also reported to be present. These men, 
diagnosed as cases of “nephritis,” are presumably those who 
have now been repatriated. 


Their own description is that their morbid condition began 
in every case with what they describe as “asthma” or as such 
shortness of breath that they required to attain a position of 
rest in the sitting posture. Some stated that they had much 
diarrhoea ; two said that they were constipated ; none of them 
was clear about any great alteration in their output of urine, 
but some had to rise for this purpose from time to time through 
the night. Oedema now appeared in their ankles and, faces, 
often becoming extreme and involving also the genitals, the 
abdomen, and even the hands. Headache became very dis- 
tressing, and they felt confused in their minds and unable to 
concentrate on things like simple games and books. None of 
them described any defect of vision or any superficial ocular 
discomfort, but their eyes ached with their headaches. When 
asked whether they noticed any diminution of visual acuity 
in the dark they were clearly at a loss, and it may be presumed 
that night-blindness was not present (Weekers, 1943). They 
were admitted to the local prison camp hospitals, where most 
remained for upwards of three months and some for as long 
as a year, although in the majority the oedema cleared up after 
some 6 to 8 weeks, sometimes relapsing when they got up. 
While in hospital they were given a rather more generous 
diet, salt-free, and some had injections, which are presumed 
to have been diuretics, while others had blood-letting per- 
formed. They all knew of other cases in their camps and 
‘hospitals, but these others are not with them now. 


Red Cross parcels began to arrive about the spring of 1941, 
and the men were able to get protein food in greater quantity ; 
with this the oedema and all other symptoms cleared up fairly 
rapidly, but after a period of failure of parcels to arrive or 
after return to work the oedema was apt to reappear. On 
disappearance of the oedema their limbs were lamentably 
wasted. 


These men, now in this country and on an adequate diet, 
have no oedema, no headache, and no symptoms or signs to 
suggest a fairly recent nephritis, and their general nutrition is 
reasonably good. Their urine is quite normal, chemically and 
microscopically ; blood pressure, ophthalmological examination, 
blood urea, and renal function tests are also normal. The 
men do have symptoms, such as pain in the back, aches 
generally, depression, and post-prisoner-of-war mentality, and 
they fear that their kidney lesion will recur. Many of them 
believe that they are no longer virile. or that, if virile. 
they are sterile, and reassurance as to this has helped them 
considerably. 


Reviewing their state in 1941 and their present condition, 
and thinking of the causes of such oedema previously noted, 
it is thought more than probable that they come under the 
third category—food-deficiency oedema. Had they been true 
nephritics it is unlikely that they would have recovered so 
completely and been without signs or symptoms of nephritis 
to-day. They did not show the ataxia, leg weakness, dys- 
pepsia, and sensory symptoms of beriberi, nor did they 
feveal the oral signs that are so often associated with a 
vitamin B deficiency. 

This condition of famine oedema is essentially a hypopro- 
teinaemia (McLean, 1922 ; Youmans, 1941) and is not a vitamin 
deficiency (Aykroyd, 1930), although some degree of this may 
also Occur ; in suggested proof of this the answers to a number 
of questions—avoiding leading questions so far as was possible 








—revealed that, as already stated, no eye abnormalities 
occurred ; none of them had any signs or symptoms referable 
to the mouth, such as painful tongue, angular stomatitis 
(Clarke and Prescott, 1943), bleeding or painful gums; none 
had pains in the legs or arms; and none had at any time 
haemorrhages or skin lesions, thus suggesting strongly that even 
the prison diet contained sufficient to eke out the men’s own 
stores of vitamins A, B, pellagra-preventive factor, C, and K. 
Admittedly they had headache intense enough to disturb their 
powers of concentration, and depression, which under the 
circumstances was not unexpected ; but these can be explained 
without postulating gross vitamin B deficiency. 


Commentary 


The condition described is one of much interest and impor- 
tance to-day in view of its probable widespread distribution. 
It has been recognized before, and its aetiological factors have 
been worked out with observations on the biochemistry and 
on the question of vitamin or endocrine disturbances. Starling 
(1896a, 1896b) long ago showed the existence of an equilibrium 
between capillary blood pressure and colloid osmotic pressure, 
and that disturbance of this in the way of lowered protein 
in the blood would, in the presence of sufficient sodium 
chloride, the chief solute of oedema fluid, permit the diffusion 
of fluid from the blood into the tissues. McLean (1922) 
pointed out the importance of posture and of gravity in the 
production of oedema when blood protein was lowered, and 
showed that complete rest in the prone position would bring 
about a reduction of such oedema (Weech, 1936), also noting 
the alteration in the blood of the albumin-globulin ratio, the 
lowering of the former—often by a half, producing a ratio 
of 2:2 instead of the normal 4:2—being responsible for 
oedema, the globulin rarely going below normal. Aykroyd 
(1922) and Weech (1936) discuss treatment in some detail, 
mentioning animal experiments, and stress the importance of 
relying on a good mixed diet with sufficient but not excess 
protein, this tending to produce gastro-intestinal disturbances 
such as diarrhoea. In this respect they consider that it is not 
reasonable to try to give protein intravenously—e.g., in the 
form of plasma or stored blood transfusion—because the 
amount transfused cannot contain more than a limited quantity 
of protein. The total of fluid and the effect of such a pro- 
cedure is only likely to cause greater oedema, pulmonary and 
otherwise, with possibly fatal results. This should be borne 
in mind when starved populations are being relieved. Relief 
should be by good mixed diet alone—not too high in protein, 
and containing, so far as possible, all the accessory food 
factors (Bulletin of War Medicine, 1944). Such a diet can be 
worked out comparatively simply without including a great 
many complex substances. McCarrison (1920) gives an excel- 
lent survey of the endocrine disturbances brought about in such 
conditions of semi-starvation, and these might be studied with 
advantage by persons organizing relief. 

The importance of these observations in regard to our own 
returned prisoners would appear to be that the men think 
that they have had a serious kidney disease, that it will 
probably recur, and that their virility has been sapped. They 
therefore need careful reassurance as to the true facts— 
namely, that they have not been suffering from a pathological 
condition which has done them any permanent harm. It is 
important that hospitals generally should be -advised of the 
existence of this state of matters, because in a number of 
cases these men have been instructed to take great care to 
avoid getting wet feet, or cold, and warned to wear woollens 
next their skin and generally against hard work. ‘Their cases 
have mostly been labelled “nephritis, recovered from,” and 
a guarded prognosis has been given in the form of a recom- 
mendation that they could be employed in Category C. In 
view of the anxiety state which has been produced in most 
of them (Newman, 1944) it would perhaps be wiser that some 
should be discharged from the Services with the reassurance 
that before long they will find themselves fit normal men, 
able again to take their places in the general labour market, 
and that such of them as wish to remain in the Services should 
be kept temporarily in a lower category and rehabilitated 
gradually at a convalescent depot. 
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Prevention of Industrial Dermatitis 


The admittedly high incidence of industrial dermatoses in many 
of our war factories is a serious matter, and doubtless the pres- 
ent increase is attributable to several factors, among which the 
difficulty of selecting personnel for hazardous jobs, the intro- 
duction of new hazards and inexperienced workers, and inade- 
quate facilities for proper cleansing of the skin all play a part. 
To these must be added the difficulty in getting certain types 
of work-people to use thoroughly such preventive measures 
as are provided against well-known skin hazards. Constant 
supervision by the foremen and charge-hands is essential to 
deal with this, and, in addition, the works doctor, by paying 
frequent visits to each department, must see that such super- 
vision is exercised. Barrier creams, for which so much is 
often claimed, have their uses, but in my experience they are 
disappointing, and necessarily depend too much on the intelli- 
gent co-operation of the workman. 

Two of the most common and most troublesome varieties 
of industrial dermatitis met with in aircraft and other machine 
factories are undoubtedly oil acne from close and long con- 
tact with brown machine-cutting oils, and paraffin dermatitis 
due to degreasing and cleaning engine parts in paraffin baths 
and bench troughs. These two hazards may give rise to a 
high incidence of skin trouble and to a very large amount of 
compensatable absence from work, and, of course, interruption 
of production ‘and constant replacement of skilled personnel, 
who dislike the jobs. Faced with this problem in several of 
the factories in my medical charge, I sought in vain for some 
new, easily applied, and efficient means of meeting it, until 
my attention was arrested by a leading article on skin hazards 
in aeroplane manufacture (B.M.J., 1942, 1, 188), reviewing a 
report by L. Schwartz and J. P. Russell (Pubi. Hith. Rep., Wash., 
1941, 56, 1581) on the subject, in which reference was made 
to the use of neutral sulphonated castor oil in 2% wetting agent 
» as a substitute for soap after work. This suggested to me the 
possible value of such an emulsion as a skin cleanser after 
hazardous work instead of using, before work, barrier creams 
or lanolin mixtures, which invariably were dissolved off by the 
oil or paraffin. 

With the assistance of my pharmaceutical suppliers various 
experiments were made and several mixtures were tried, includ- 
ing three of a different nature kindly sent me for trial by 
Dr. M. W. Goldblatt, of Imperial Chemical Industries. 
Ultimately a comparatively cheap source of supply of the 
neutral sulphonated castor oil was found ; this was obtained in 
bulk and the wetting agent was added. It is distributed, where 
indicated throughout our factories, in gallon tins or bottles to 
the departments concerned, which dispense it to each wash- 
place in a round “ elastoplast” tin, the lid of which is pierced 
with two opposing 1/4-in. holes. Directions for use are put over 
the wash-place, and consist of the simple instruction to wash 
the hands in water (hot or cold), then, while still wet, to pour 
a tablespoonful of the “hand cleanser” into one palm and 
rub well into both hands and forearms. It is then rinsed off 
in cold water. This procedure has proved an immediate and 
popular success, the skin being left clean, supple, and quite 
comfortable, both after long soiling with machine-oil or engine- 
grease, and after immersion in paraffin. 

The use of this cleanser has since been extended with equally 
good results to various other jobs the chemical agents of which 
remove the normal sebaceous matter of the skin and cause a 
dry fissured dermatitis so prone to secondary infection; and 
to the stores, where the handling and cleaning of rust-proofed 
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and greased bar and sheet metal is a frequent cause of yj 
eruptions. The rubbing down of plaster castings, causing tray. 


matic dermatitis, had also given trouble, and this, too, is obyj 


by the use of the “hand cleanser.” 
put into use in our main factory in Nov., 1942, and the follow. 
ing table shows the marked reduction already achieved hop 
in the incidence of all forms of dermatitis in the facto 
the incidence of oil acne and paraffin dermatitis in the 


shops alone: 


The method was fin’ 
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Factory Machine Shops Only 
1942 1943 1942 1943 

—| 
Average operative personnel .. 3,300 3,350 500 505 
Cases not losing working time 375 162 67 17 
Cases losing time beyond shift 39 23 5 i 
Total Cases 41 185 72. 18 
Percentage 12-5% 5-7% 14-2% 35% 

















automatic cutting machines. 


I have to thank the Senior Medical Inspector of Factories fy 
his interest in and sympathetic attitude towards this experiment anj 
its results, and it is with his approval that this 
is published. His department o J 
a member of its Dermatological Advisory Panel to investigate my 
method and dermatitis statistics, and doubtless will consider th 
question of its general adoption. : n 
the Ministry of Food’s making a higher allocation of the oil » 


1 a 
the Ministry of Labour 


Ty and ip 
machine. 


a 
Dermatitis Incidence 


Oil acne affecting the front of the thighs due to oil-saturatg 
aprons has been prevented by waist-high metal guards on th 


“has te 


This, however, must depend 


supplement the present very limited supply of the raw material, 


N. Howarp Mummery, M.R.C.S., L.R.CP. 


Aircraft Factory Medical Officer ; Ex-Chairman 
Association of Industrial Medical Officers. 


Skin Eruption due to Luminal 


In the course of psychiatric practice one occasionally meets wih 
instances of the intentional swallowing of a large quantity of 
luminal (gr. 50 to 100), but recovery usually ensues with ene 
getic treatment. On the other hand, from time to time instane 

of cutaneous eruptions after the ordinary use of luminal have 


been recorded, though these cases must be very rare, 
following recent case gave rise to much interest. 


REPORT OF CASE 


The patient, an unmarried woman aged 55, has been resident i 
this mental hospital since Oct., 1932, when her case was diagnos 
as acute mania. She has been mentally deranged for 23 years, bu 


showed no evidence of organic disorder until Dec., 1942, when 
had two spontaneous epileptic convulsions. 


The Kahn _ test 
negative, but the pupils were unequal and cerebral arterioscleros 


was suggested. In July, 1943, she again had epileptic fits, and 


given luminal (phenobarbitone) 2 gr. twice daily, starting on July & 


On Aug. 8 a morbilliform rash was noticed on various parts ¢ 
i It extended rapidly, and becam 


the face, trunk, and limbs. 


especially thick and confluent on the back and on the extensor 


faces of the arms and iegs, leaving the flexures comparatively fre 


The temperature on the first day was 103.2°, and a mild p 


persisted for two weeks, varying from 99 to 101°. 
day of the rash the cervical glands were enlarged, but there was 
abnormality of the mouth or pharynx. 
the rash began to fade. On the tenth day of the rash a blood cou 
showed a slight leucocytosis: red cells, 4,530,000 per c.mm.; F 
90%; C.1., 1; white cells, 10,500 
eosinophils 1%, basophils nil, lymphocytes 17%, monocytes 4 


On the s 


At the end of two 


per c.mm.—polymorphs 


The luminal was discontinued on Aug. 8. There was conside 


desquamation when the rash had faded, and it was not until abe 
five weeks after the drug had been stopped that the skin recove 


its normal appearance. 


On Dec. 14 the patient was again put on luminal. This time 3 § 
was given twice daily. After a week an eruption appeared ont 
limbs ; but it was much less intense, and disappeared in two or tt 


days in spite of continuing with the drug. There was no p 
The blood calcium on Dec. 22 was within normal limits. 
taking the drug daily without any further skin trouble. 


COMMENT 
Diagnosis was at first in some doubt, but the possibility. 


She is 


specific fever was excluded and a drug eruption suspected. 


was confirmed by reference to the literature. i 
Amer. med. Ass., 1928, 91, 14) recorded 3 cases of his 
and collected records of 41 others. 


or a later maculo-papular eruption sometimes like scarlet f¢ 
and at other times like measles. The latter type of 
accompanied by pyrexia in more than 50% of cases, the ¢ 


Menninger 


He found that a lum 
eruption may arise in one of two forms—either an early one 
urticarial wheals occurring soon after administration of the ¢ 
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sually not appearing until some days after the drug is 
first administered, ++] it may recur when the drug is renewed. 
There is no constancy in the dose giving rise to the erup- 
tion, which usually lasts a few days after the drug is stopped 
or may take some weeks to Cugee. when there may be heavy 
scaling or peeling. The cervical glands are sometimes enlarged 
and occasionally there is a leucocytosis with an increase in 
eosinophils. Gastro-intestinal symptoms, headaches, dizziness, 
stomatitis, pharyngitis, and conjunctivitis have also occurred. 

The immediate withdrawal of the drug is the only effective 
way to give relief. Apart from that, only simple local applica- 
tions to relieve discomfort are necessary. Intravenous injection 
of 5 c.cm. of a 10% solution of sodium thiosulphate daily for 
5 or 6 days has been recommended for obstinate and severe 
rashes. ; 

The rarity of luminal rashes suggests that there is some per- 
sonal idiosyncrasy to the drug. It has also been suggested that 
it is due to calcium or alkali deficiency. Menninger states that 
all we can say about it is that it is probably a selective tissue 
reaction to the drug dependent upon constitutional factors 
about which we are still ignorant. 

F. T. THorpe, L.R.C.P., D.P.M., 
Wadsley Mental Hospital, Sheffield. 


Neoarsphenamine and Infective Hc patitis 


In an article published in the Journal for Aug. 28, 1943 
(p. 261), Dr. D. R. Macdonald refers to the view that jaundice 
occurring during the treatment of syphilis with neoarsphenamine 
may be due to the synergic action of neoarsphenamine with the 
causal agent of infective hepatitis, probably a virus. Cases of 
jaundice that have recently been occurring in the unit to which 
I am the regimental medical officer seem to illustrate this view. 

I have been with the unit for two and a half years, during 
which time we have been stationed in Northern Ireland, 
England, Gibraltar, and, now from March, 1943, in a “ Plains 
station in India. Two sporadic cases of infective hepatitis 
occurred in the unit in Aug., 1941, and March, 1943, and one 
case of transient jaundice in a man receiving neoarsphenamine 
appeared in November, 1942. During this time there were 
always some men in the unit receiving weekly injections of 
neoarsphenamine, the numbers varying, and averaging from 
four to five under treatment at any one time. 


A RECENT SERIES OF CASES 


During the five months from Aug. | to Dec. 31, 1943, 
a series of cases of jaundice appeared. Excluding cases in 
patients receiving neoarsphenamine, 12 cases occurred and 
were admitted to hospital with a diagnosis of infective hepatitis. 
The onset of jaundice was usually preceded for about four 
or five days by symptoms of nausea and epigastric discomfort 
and sometimes vomiting. The cases occurred singly, and were 
evenly spread over the period. At this time seven men of 
the unit were receiving regular injections of neoarsphenamifie, 
and out of these six developed jaundice and showed symptoms 
similar to the cases of infective hepatitis. Again the cases 
occurred singly and were spread evenly over the four months. 
The strength of the unit during the period was about 900. The 
men were receiving courses of neoarsphenamine identical to that 
given to other cases during the long period when jaundice was 
not seen. Each had finished one course of ten weekly injections ; 
in one case jaundice developed at the end of a rest period 
of four weeks, and in another after the first injection of a 
second course at the end of four weeks’ rest. These facts 
seem to indicate that the jaundice was not a simple intolerance 
to arsenic. 

DISCUSSION 


Though the series of cases is a small one there does seem 
a clear connexion between the appearance of jaundice in six 
out of seven men receiving neoarsphenamine and the simul- 
taneous appearance of cases of infective hepatitis in the rest 
of the unit. It supports the view that jaundice occurring during 
the course of such treatment may be due to infection with 
the virus responsible for infective hepatitis and that patients 
receiving neoarsphenamine are in fact much more susceptible 
to this infection than normal people. Further, if it is accepted 
that these six cases in the neoarsphenamine patients were really 
cases of infective hepatitis it suggests that the proportion of 
the unit actually exposed to infection by the virus must. have 
been high (since in this group with increased susceptibility to 
the disease six out of seven go down). However, in the 
rest of the unit 12 cases were all that occurred among 900 men, 
indicating that in normal people only a smal proportion (about 
1%) among those exposed to infection by the virus of infective 
hepatitis actually contract the disease. 


P. N. CoLeman, M.B., Ch.B., 
Captain, R.A.M.C. 


Reviews 








ENDOCRINOLOGY 
The Diseases of the Endocrine Glands. By Hermann Zondek, M.D. 
Fourth (second English) edition. (Pp. 


Translated by Car! Pransintz, M.D. 
496 ; illustrated. 40s.) London: Edward Arnold and Co. 1944. 
Prof. Zondek’s book originally appeared in Germany in 1926. 
After he left Berlin he was first at the Jewish Hospital in 
Manchester and is now director of the medical section of a 
hospital in Jerusalem. Two English editions of this book have 
now appeared—in 1935 and 1944. The general scheme remains 
the same, but there have been extensive revisions and additions 
called for by fresh discoveries. He is rightly insistent that 
endocrinology cannot be comprehended apart from general 
internal medicine. A number of fundamental hypotheses, 
largely based on the author's personal experiences, give this 
book its speciak outlook. He is clear that not only is hormonal 
influence a variable quantity but that the receptivity of the 
tissues plays an important part in such variations. When we 
see a patient with general hyperthyroidism and yet with 
myxoedematous legs, obviously the capacity for reception of 
circulating thyroxin has, in that instance, varied greatly in 
different parts of ‘the body. Again, functional and anatomical 
changes in endocrine glands should not always be regarded 
as the cause of disease, but in many cases as the reaction 
of the glands to morbid processes primarily located in other 
organs ; as an effect rather than a cause. Hormones intensify 
new cellular functions which appear as evolution and differentia- 
tion proceed, but even in the most highly developed beings, 
however, not all of them are indispensable to life. Moreover, 
the endocrine system is but one link in the chain of vegetative 
functions of the organism. Failure to realize this leads to 
a dangerous over-estimation of the importance of the hormonal 
factors. 

From such a sane and balanced foundation a sounder super- 
structure can be safely built rather than on the airy specula- 
tions too rife in the recent past. It is noteworthy, in view of 
the present interest taken in disturbance of the water-salt 
balance as a cause of obesity, that the author has for years 
called attention to this type under the title of cerebro-pituitary- 
peripheral obesity. The book is copiously illustrated and is 
practical in form throughout. We can repeat the cordial 
welcome which we extended to the former English edition. 


TRANSURETHRAL PROSTATECTOMY 


Transurethral Prostatectomy. By Reed M. Nesbit, M.D., F.A.CS. A 
Chapter on the Vascular Supply of the Prostate Gland. By Rubin H. 
Flocks, M.D. (Pp. 192;° illustrated. $7.50 or 41s.) Springfield and 
Baltimore: Charles C. Thomas ; London: Biaillitre, Tindall and Cox. 
There is no operation in surgery the success of which is more 
determined by the skill and the experience of the operator 
than that of transurethral prostatectomy. Formerly there were 
few reliable descriptions in urological literature of the technique 
to be employed in carrying out this difficult procedure, and 
the beginner was compelled to acquire his own technique by 
the painful process of trial and error. Fortunately this defect 
is now being remedied, and the operator with little personal 
experience of transurethral resection is able to obtain guidance 
from those who are experts. Dr. Nesbit gives a detailed and 
very clear description of the particular technique which he 
employs in the Michigan School of Urology. He does not 
claim that this is the only method of performing this pera- 
tion, for he believes that the existence of different methods 
is both logical and desirable. All that he claims is that it is 
the method which in his hands has proved the most serviceable. 
The material in this book is arranged in four sections. The 
first lays down the principles and various techniques of 
prostatic resection, the second contains the author's appraisal 
of the place of resection in prostatic surgery, the third provides 
a history of the operation, and the fourth gives an excellent 
bibliography of the subject. One of the cistinguishing features 
of the author’s own technique is that instead of beginning 
his resection in the mid-posterior line, as do many resectionists, 
he starts work anteriorally at eleven and one o'clock on the 
lateral lobes. He does so for two reasons: first, because in 
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this position there is. less prostatic tissue and the landmark 
of the internal sphincter can more easily be disclosed ; and, 
secondly, because if the first incision is made in the mid- 
posterior line the tissues mobilize and retract from view in 
an upward direction. His description of the three stages of 
his operation—the intravesical, the subvesical, and the apical, 
the last of which includes the prostatic tissue lying adjacent 
to the external sphincter—is an exceedingly clear one, and by 
thus subdividing it he ensures that obstructing tissue is com- 
pletely removed. That the technique which he describes ensures 
thoroughness is confirmed by the fact that in only 5% of his 
cases has a resection to be repeated. Although the reviewer's 
own technique is a different one, he can appreciate the value 
of the method described in this book. It can be confidently 
recommended to all who are interested in this important 
subject. 


THE POLISH MEDICAL SCHOOL AT 
EDINBURGH 

Polish School of Medicine at the University of Edinburgh. (Pp. 72. No 

price given.) Edinburgh: Oliver and Boyd Ltd. 

Not often in these straitened times does a book come to the 
reviewer's table in handsome embossed binding and with four- 
and-twenty full-page illustrations on art paper. We are far 
from saying that the formation in 1941 of the Polish School 
of Medicine at the University of Edinburgh was not worthy 
of such a commemoration. The event was one of much 
importance ; in a sense it made academic history, for there 
is said to be no previous record of any State setting up its 
own university with its own professors lecturing to its own 
students in their native tongue on foreign soil and as part of 
a foreign seat of learning. Possibly even the slighter circum- 
stances connected with such an inauguration are worthy of 
permanent record, even to facsimile reproductions, again on 
art paper, of the preliminary correspondence and of the 
programmes of the ceremony. But we wish that in this 
sumptuous setting some account might have been given of the 
past history of Polish medicine or of the six universities of 
Poland, whose names and coats of arms are inscribed on the 
cover. As it is, the record, most artistically produced, is only 
an extended newspaper narrative of the proceedings and a 
statement of the activity of the first and second academic years. 
In the second year 113 students matriculated, of whom 33 were 
women. 

This publication gives us the opportunity to congratulate 
again both the University of Edinburgh and the Polish Govern- 
ment on the continuance of Polish medical science in the sore 
days of exile. The Edinburgh Medical School itself must 
experience gratification at this new link with the Continent of 
Europe, which has been shaped in the fire of Scottish generosity. 








Notes on Books 


A second edition of The Vitamins: A General Survey for the 
Practising Pharmacist has been published by the Pharmaceutical 
Society of Great Britain at 2s. 6d. The material of this book is 
based on a series of articles which appeared in the Pharmaceutical 
Journal in 1938-9, but it has been thoroughly revised and much of 
it rewritten. It contains chapters on terminology, units of measure- 
ment, chemical and physical properties, vitamin values of common 
foods, requirements of human subjects, effects of overdosage, 
physiological action and signs of deficiency, pharmaceutical pre- 
parations, and the potency of commercial preparations (196 of 
them!). It contains also a list of 10 “ books to read,” and one of 
22 “;iokers and suppliers” (with addresses) of the commercial 
preparations. There is a useful index. The size of the book (5 in. 
by 74 in.) is much more convenient than that of the first edition, 
but it is still bound only in paper. It has been very carefully 
written and should prove of great value to medical practitioners 
as well as pharmacists who want information in a compact and 
readily available form. 


A third edition of the pamphlet War-Time Information for 
Pharmacists, compiled by the Pharmaceutical Journal, is published 
by the Pharmaceutical Press, 17, Bloomsbury Square, W.C.1, at 
ls. 6d. post free. As before, the contents are arranged in the alpha- 
betical order of their headings, and there is a convenient list of 
addresses at the end. The information has been brought up to date, 
and some of it will be useful to general practitioners as well as to 
pharmacists. 


ee 
A Book of Food, by S. P. B. Mais, is published by Tr 

Arts Ltd. at 4s. 6d. This is a first book on food written fae 
children, showing how it is grown, where it comes from, and wh; 
foods are best for growth and health. Illustrations fill the 
part of each page; the statements in the text are simply made and 
accurate, and there are only two pages at the end that the 
for whom the book is written may find dull. Intelligent children 
may be stimulated by it sufficiently to ask questions which their 
parents cannot answer. 
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Preparations and Appliances 
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TREATMENT BY COLD AIR: A GRAVITY METHOD 
Dr. FRANK C. Eve, F.R.C.P., writes from Hull: 


Treatment by dry cold is now advised when circulation js 
blocked by frost-bite, trench foot, traumatic arterial spasm, 
arterial embolism, etc., in order that the limb may not decom, 
pose before its circulation is restored. In the Journal of 
Feb. 12 Capts. Bigelow and Lanyon, R.A.M.C., describe an 
ingenious but complicated apparatus for this purpose. May 
I suggest a simpler substitute, working by gravity? Althoy 
cases of this kind are not in my province as a physician, I had 
an analogous apparatus made for treating pneumonias. jp 
children by “ Alpine air,” from which the moisture and impuri- 
ties had been frozen out. It worked all right but soon became 
superfluous, because sulphapyridine came into use, with a run 
of 52 cases without a death. 

The apparatus was merely a metal cylinder 24 ft. high and 
1 ft. diameter (from memory) containing ice and salt. This was 
enclosed in a similar cylinder 2 in. wider. The annular space 
between them was occupied by a long flange (not shown jp 
diagram) soldered to the inner cylinder in the form of a spiral 





+ 
fl, ) Ibid with stir (3” x1") closable by radial shutter, 
Inner bucket has pail handle for ifting it 
ovt. 


Outer cylinder lagged, or blankets over ir, 
lee and Y sa mn 


Salt, or 
C.0.2 bleck 
on tray. 


Space too 
water of 


“condensation, Becks. 














# L-tube (jagged with Felt) I” diameter. 
Blankets and cradle. 







Leg(s) or arm 
on slings. 


Thermometer 
not shown, 


le a 


Martress—” UL LLL 


. 
OutFlow about 
2" diameter 
controlled b 
butterfly valve, 


plane (at about 40 degrees). The heavy cold air glided down 
this and emerged through a spout, falling in a gentle stream on 
the child’s face—walled round by a folded bath-towel into a 
sort of pond of cold pure air. 

It seems probable that this simple gravity method would 
suffice to keep a bloodless limb cold enough if it was slung 
under a cradle well insulated by blankets and a mackintosh. 
If found adequate this would be better than the pro 
method by brine electrically refrigerated pumped through nar- 
row (blockable) tubes circulating round a metal chamber. 
tinsmith made my apparatus very cheaply ; possibly two tall 
iron fire-buckets separated by coils of barbed wire might do 
at a pinch. 

If solid CO, were available (as from undertakers or ice- 
cream makers) the same device should work even better. Or 
it could be made as quite a small fixture just above the cradle— 
merely a felt-covered tin with a tray of wire mesh to hold the 
standard block of CO, and an exit tube below serving also as 
a trap for condensed water. Another larger exit tube would 
lead the air and CO, harmlessly away from the cradle (and 
patient) to the floor. A slit in the lid- would regulate 
flow and temperature. These devices (when once tried out) 
could soon be improvised ; and where there is frost-bite, ice 
will be available. 
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BEFORE NEGOTIATIONS BEGIN 


At the meeting of the B.M.A. Council last week a number 
of important decisions were taken and two highly signifi- 
cant documents were placed before it, the one for infor- 
mation and the other for discussion as the basis of a 
report of the Council to the Representative Body. As 
we believe that these two documents are at the moment 
of supreme interest and importance to the whole profes- 


sion, including those who are not members of the Associ-. 


ation, we have printed them in the opening pages of what 
is principally a scientific, medical newspaper. In normal 
times many medical men are for the most part uninterested 
in medical politics, being more concerned with applying 
their science and art in the treatment of the sick, for this 
is their profession. To-day, however, every medical man 
willy-nilly must become a medical politician, and perhaps 
a very big majority in the profession are now thinking in 
terms of medical politics for the first time. Many are in 
the unfortunate position of having to try to speak a 
language with only an elementary knowledge of its 
grammar, and therefore they tend to look with some sus- 
vicion upon the grammarians. These are the people who, 
n times of stress such as the present, tend to accuse the 
B.M.A. of “doing nothing,” of “not giving a lead,” or, 
even worse, of carrying on secret negotiations and discus- 
dons with the Ministry of Health. Such accusations—and 
they are being made—are unjust and baseless. Those who 
at this late moment wish to learn the ABC of medical 
politics might catch up a little bit by reading two docu- 
ments—one the B.M.A.’s proposals for a General Medical 
Service for the Nation,' available as a grey book, and the 
other the Draft Interim Report of the Medical Planning 
Commission, published only two years ago.* This draft 
report was the result of co-operative work between the 
Royal Colleges, the Association, the Society of Medical 
Officers of Health, and the Medical Women’s Federation. 
The appearance of the Beveridge report, with its serious 
medical implications, interfered with the continued deliber- 
ations of the Medical Planning Commission, and hence 
postponed indefinitely the preparation and publication of 
a final report. Out of the Commission came a smaller 
committee representing the same medical interests. This 
Representative Committee entered into discussions with the 
Ministry of Health, but without any power of negotiation. 


Apparently many voices have uttered the fantastic sugges- 





1 British Medical Journal Supplement, 1938, 1, 253. 
2 Ibid., 1942, 1, 743. 


tion that the Representative Committee was responsible 
for the White Paper. If the Representative Committee can 
be said to have had any influence at all it was in prevent- 
ing the Government from drafting a document plainly 
advocating a whole-time salaried service, and leaving little 
or no room for further discussion on this point. Of the 
emotional cross-currents in the life of the profession to-day, 
the strongest is suspicion. We may be sure that those who 
have not really at heart the interests of the medical pro- 
fession will take full advantage of the suspicions that pre- 
vail, and use them to promote disunity among us at a 
time when unity is the one indispensable weapon needed 
by the profession’s negotiators with the Government in the 
days to come. As doctors we boast proudly of our indi- 
vidualism, but this is a characteristic that can become so 
hypertrophied as to be as dangerous to the profession 
as its tooth was to the sabre-toothed tiger. It is as well 
to remember that there are now 46,195 members of the 
B.M.A., and that there cannot be 46,195 separate plans for 
reorganizing the medical profession. 

The report at page 643 of our current issue marks both 
the end of one phase and the starting-point for the next. 
The Representative Committee is now dissolved. A nego- 
tiating body is to be set up, to begin work after July. This 
will be composed of 30 members: 16 of these are to be 
appointed by the British Medical Association (8 by the 
Council and 8 by the Representative Body at its meeting 
in July); 3 are to be appointed by the Royal College of 
Physicians, 3 by the Royal College of Surgeons, and 2 by 
the Royal College of Obstetricians and Gynaecologists ; 
2 are to be appointed by the Society of Medical Officers of 
Health, 1 by the Medical Women’s Federation, and others 
by the Royal Scottish Medical Corporations. In so far as it 
is possible to devise any way of electing representatives that 
would satisfy most people at any one moment, the method 
proposed and the distribution of representatives would 
seem to be the fairest way of ensuring that our negotiators 
can speak with one voice when it comes to the hard weeks 
of negotiation that lie ahead. It can, however, speak with 
this one voice only if it is trusted and not suspected by 
individual doctors or groups of doctors. The Representa- 
tive Committee at its last meeting, and the Council at its 
meeting on May 3, decided to hold no more discussions 
with the Minister or with the Ministry of Health’ until 
the negotiating body is set up at the Annual Representa- 
tive Meeting in July. The last communication with the 
Minister of Health was to put before him certain written 
questions with a request that written answers should be 
given to them. These questions and the answers returned 
by the Minister are set out in full, with no omissions, as 
the second “contribution” in the opening pages of this 
week's Journal. 

In the fallow period between now and the moment when 
negotiations begin it is hoped that doctors both indivi- 
dually and in groups will give as much timie as they can 
spare from their daily work to an intensive study of the 
White Paper and to any other published matter that has 
a bearing on it, and more especially to the report of the 
Council to the Representative Body. It is most likely that 
some sections of the Press will isolate for quotation parts 
of the report that will help them to prove whatever mis- 
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leading case they may wish to present. In spite of much 
admirable educative work that has been done over the 
past year or so by the Association, the public is still most 
ill informed about medical matters, and still fails to under- 
stand why we as a profession attach importance to certain 
fundamental aspects of our work. It would be a mistake 
to think that the public is generally sympathetic to the 
medical profession as a whole. The most obvious form 


of misrepresentation is to depict doctors as generally . 


opposed to reform because of their supposed financial 
interests in the present way of giving personal medical 
service to the people of this country. Like most other 
workers, doctors still believe that a labourer is worthy of 
his hire, and see no reason to be ashamed of working for 
hire. Many people think, speak, and write as if the medical 
profession should turn itself into a philanthropic institu- 
tion ; hence the popularity of the slogan “ Free treatment 
for all.” 

Out of many admirable statements in the Council’s 
report we would pick upon the following as summing up 
succinctly the attitude of most medical men to reform: 
“To agree upon the objects of national reconstruction in 
the field of health is not necessarily to approve the methods 
or the time-table proposed.” There should be no need to 
recapitulate in these columns the successive steps that have 
been taken by the B.M.A. to bring about medical reform 
during the past 20 or 30 years. During this period it has 
found both Government and public completely unrespon- 
sive to every demand for reform made, reforms that had 
the double virtue of being in the interests of the public 
and not contrary to the interests of the majority of the 
medical profession. Both publicly and privately, doctors 
should make it clear where they take their stand—and this 
is not against reform, which they recognize to be neces- 
sary, but against certain specific proposals in the White 
Paper, and against the motives which appear to lie behind 
these. There is in fact a flat contradiction between the 
excellent principles long accepted by medical men, and 
printed at page 47 of the White Paper, and the proposals 
contained in it. Whe medical profession is, too, opposed 
to the time chosen to introduce these reforms. Again it 


should be clear that it favours the preparation of plans . 


and the discussion of ways and means of carrying out these 
plans, so that it may lay them before the now large numbers 
of medical men engaged in the Forces who will carry on 
the work of the doctor in the two or three decades after 
this war. To introduce legislation in wartime, with the 
younger generation of doctors away, would seem to 
betray the promise made by the Prime Minister not to 
legislate during the war on controversial matters. Para- 
graph 15 of the Council's report makes this moderate 
statement: “It. [the B.M.A.] is inclined to suspect that 
the inspiration of the Government's document is political 
rather than medical.” Many sober observers go further 
than this rightly cautious utterance. It is because the 
profession suspects that the White Paper is the result of 
political bargaining that it distrusts the proposals made, 
couched in however fair language. If, as we understand, 
the White Paper is in essence a Cabinet document, it 
would seem that the right hand of the Cabinet was unaware 
of what its left hand was up to. 


From the point of view of the general Practitioner 
key proposal of the White Paper is the establishment of 
health centres to be built, owned, and administered by the 
major local authorities—namely, the county councils and 
the county borough councils. For rewarding the staf of 


these centres the Government favours payment by salary 


The practitioner will enter into contract with the local 
authority and the Central Medical Board. If in fact such 
a proposal is accepted and acted on, then it is difficult’ to 


see any other fate for the future general practitioner than . 


that of a whole-time salaried servant of the State. The 
threat to the other key structure in our medical services 
is the threat to the voluntary hospitals. This threat is 
aimed at them through the agency of the proposed joint 
authority, through the drying up of voluntary contriby. 
tions, and through the suggestion that, if the Government 
pays in full for the services of the voluntary hospitals, 
this will necessarily involve loss of autonomy and status 
The real issue, in fact, is not whether money for health 
services should be collected in this way or that way, of 
should be distributed to those, who render the services jn 
the form of fees or of salary, but whether the medical 
profession is to be socialized : turned, in other words, into 
a body of men deprived of that freedom of thought and 
action which over the centuries has made it possible to 
substitute for the magical incantations and practices of the 
whole-time employee of the Temple the rational thought 
and free practice of contemporary medicine. When, in 
addition to this, the profession sees a Government so 
frightened of the power of local authorities, so hampered 
by the interdepartmental jealousies of Government Depart- 
ments, as to leave these unsound dwellings untouched, 
then as a profession we cannot help but suspect its motives, 
The skeleton structure into which the body of medicine 
is to be moulded is the skeleton not of a developed adult 
but of a disjointed puppet. Except for a vocal minority 
of doctors grouped round a party political flag, by far 
the greater part of the profession is rigidly opposed to 
a whole-time State salaried medical service, and it is 
upon this one issue that opposition must be unshak 
ably offered in the coming months. 

To resist all proposals moving in: the direction of*4 
whole-time salaried State medical service must not b& 
taken as opposition to the White Paper as a whole, no 
must it mean a refusal to negotiate, as some docton 


apparently would so like to refuse. It is necessary to 


be clear-headed in opposition, and whole-hearted in 
co-operation in reforms agreed to be necessary. Some of 
these reforms are put forward in the second half of the 
Council’s report to the Representative Body of the British 


Medical Association, in paragraph 38 onwards, in positive 


proposals that crystallize the results of the deliberations 
of the Council’s Standing Committees. 

The profession can approach the coming negotiations 
at least with the knowledge that in the present Minister 
it has to do with a man who has shown himself sympathetic 
to the professional point of view. It will be able to enter 
negotiations fully conscious of a proud record of service, 
and fully aware that time and tradition have given it 4 
stake in the country to which it is justifiably entitled and 
which in equity it is entitled to defend. 
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REPORT ON MEDICAL EDUCATION 

War is the supreme test of a nation’s health services, but 
in this war the verdict has been something of a paradox. 
On the one hand the national health has shown a sur- 
prising resilience, and statistics of sickness have improved. 
On the other hand there has been wide concern at the 
poor state of health revealed by surveys and by the mass 
evacuations of 1939 and 1940. The Peckham experiment,' 
for example, finds less than 10% of its subjects without 
some disorder of health. Evacuation focused the atten- 
tion of the country on the frequency of infestation by 
parasites, skin diseases, and defects of the teeth, eyes, ears, 
nose, and throat in city children. Much of this ill health 
demands as a remedy the provision of better homes, food, 
and work for the people, but much of it demands medical 
attention which is not now available. There is a shortage 
of practitioners, specialists, and pathologists. The war has 
also revealed the importance of newer branches of medi- 
cine, such as industrial medicine, psychology, applied physi- 
ology, and nutrition, which are still imperfectly recruited 
in this country. There is a demand that more money 
should be spent on research, and in particular that the 
deficiencies of this country in applied pharmacology and 
chemotherapy should be repaired. High-ranking officers 
in the medical services of the armed Forces and of industry 
complain that the newly qualified practitioner is lacking 
in adaptability to unrehearsed situations and in knowledge 
of the preservation of the health of the mind and body. 
On all sides, therefore, there is a demand for more doctors 
and better doctors. Nevertheless, it would be a mistake 
‘0 imply, as some recent newspaper headlines have, that 
he medical student of to-day has fallen from grace or 
actually deteriorated. Most teachers would agree that 
medical students are at the very lowest reckoning a good 
sample of our university population. Our only doubt about 
hem had been whether they had the stamina of their for- 
years, and this has been abundantly proved by the war. 
The verdict on the medical student must be very much the 
same as that on the nation’s health. He has shown a sur- 
prising resilience in the face of a continual overloading 
ef the medical curriculum, but there are grounds for 
dissatisfaction with both the quality of the students enter- 
ing the medical schools and the tfaining they receive 
here. ; 

Medical edtication, then, is a subject of interest to the 
whole profession, and for this reason it is to be hoped 
that the report on medical education by the Planning Com- 
mittee of the Royal College of Physicians of London will 
be widely read. The committee is to be congratulated on 
having produced an extremely able report, which shows 
a notable advance on documents of this kind that have 
appeared in the past. The two previous reports on social 


and preventive medicine, and on psychological medicine, 


which the College published last year, were widely criti- 
cized as examples of the old pipe-line theory of education, 
in which the student is regarded as a passive and disten- 
sible receptacle into which more and more facts are poured. 
In the present report the College has appreciated that the 
problems of medical education cannot be solved by the 


" Army. 


yy 





simple process of addition, and has addressed itself to 
the more difficult process of integration. To obtain good 
students of medicine the profession must be made attrac- 
tive, and the students must be selected by some better 
criterion than ability to pay. The committee proposes 
that university fees should be abolished and maintenance 
grants paid to students in need. This is not as revolutionary 
as it sounds, for students’ fees only pay a third of the 
cost of their education, and in the U.S.A. at the present 
time all medical students are in uniform and in receipt 
of army pay. It does, nevertheless, entail very careful 
choice of students. The committee deprecates the use of 
examinations and scholarships for this purpose, as they 
lead to premature specialization at school and often pro- 
duce an undesirable kind of candidate. It emphasizes the 
importance of character and personality and suggests selec- 
tion on the basis of these qualities and the school record. 
The selection of anything from 2,500 to 5,000 students a 
year from a considerably larger group of applicants by 
the method of the interview seems to us a more formid- 
able undertaking than the committee appreciates. It 
would hardly be possible without psychological tests 
similar to those used for the selection of officers in the 
Intelligence is not less important than character 
and personality, and tests of intelligence could be used to 
sift the applicants. It is true that stupid students often 
make successful doctors, but it is doubtful whether they 
ever make good doctors. 

The body of the committee's report is informed by a 
number of general ideas. It is fundamental that the student 
should be taught method and principle rather than facts. 
Only in this way can the university provide the doctor 
with a discipline and an instrument which will allow him 
to adapt himself to the rapid advances of scientific know- 
ledge and to maintain a progressive self-education. There 
must be better co-ordination of studies, both vertical and 
horizontal: vertical between the three divisions of pre- 
medical, preclinical, and clinical studies ; and horizontal 
within each division, as between anatomy, physiology, and 
biochemistry, or between preliminary medicine, surgery, 
and pathology. Much of the factual material with which 
the present curriculum is weighted should be postponed 
to the stage of postgraduate education, when the doctor 
has decided on the career he will choose in the wide field 
of medicine. In emphasizing the importance of post- 
graduate studies, when the student has gained some prac- 
tical familiarity with his material, and when his studies are 
inspired by the incentive of strong interest, the committee 
is in line with Sir Richard Livingstone, who has called this 
the vital principle of adult education.*? Finally the com- 
mittee emphasizes that medical education as we see it 
to-day is formed by the convergence of two streams: the 
one rising from the medical schools founded in the hos- 
pitals, the other from the universities ; the one vocational, 
the other educational ; the one representing apprenticeship, 
and the other academic study. The waters of both these 
tributaries are needed to maintain a high level of medical 
education, and in the future we shall probably gain a 
clearer conception of the contributions that can be made 
by the part-time clinical teacher with his experience of 








1 Pearce, I. H., and Crocker, L. H., The Peckham Experiment, London, 1941. 


2 Livingstone, R., The Future in Education, Cambridge, 1941. 
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practice, and the whole-time clinical teacher with his oppor- 
tunity for organized teaching and research. While the 
student is untrained in clinical methods and clinical science, 
it is wasteful and confusing to put him to work in a ward 
where the main preoccupation is the treatment of the sick 
and where the examples of disease presented to him are 
complex and unrelated. Only the senior student has the 
equipment to profit by this kind of experience and teaching. 
Both the introductory clinical course and the first ward- 
clerkships must tdke the form of organized teaching in 
which cases suitable for progressive instruction are taken 
from a pool and in which clinical studies are correlated 
with preclinical studies and pathology. At the end of his 
undergraduate clinical course, which should be contained 
within three years as at present, the duty of the examiners 
will be to ensure that the student has learnt methods and 
principles—that he has, in other words, been educated— 
and on this examination the student will obtain his degree 
or medical qualification. It will still be necessary to ensure 
that he is safe to practise, and to meet this need the com- 
mittee recommends a compulsory year of paid resident 
house appointments in recognized hespitals, at the end of 


which the student would be examined for his practical or | 


vocational ability and would receive his licence to practise 
independently. 

There is much in this interesting report which we have 
not space to consider now. It is important to point out 
that it means a great increase in the routine duties of 
teachers, preclinical and clinical, whole-time and part-time, 
all of whom must be more adequately paid than in the past. 
Reforms in medical education will come at a time when the 
medical schools are also playing their part in the postgraduate 
education of the young doctors now in the armed Forces. 
Selection of students, co-ordination of studies, teaching by 
the seminar and the tutorial method, organization and 
working up of cases for progressive instruction in clinical 
science—all these are time-consuming. Most of our stan- 
dard textbooks must go on the referencé shelf, where they 
properly belong, and new textbooks must be written and 
practical courses prepared which are directed to the study 
of method and principle. The techniques of the instruc- 
tional film and the synthetic training of the Services must 
be incorporated in our teaching. In all this it seems to us 
peculiarly important to safeguard the position of the whole- 
time clinical teacher, on whom the work of reorganizing the 
approach to clinical study will chiefly fall. The preclinical 
teacher has the inspiration of his work. The part-time 
clinical teacher has the satisfaction of his practice and the 
associations and social prestige it brings him. Too often 
the whole-time clinical teacher, with his continual responsi- 
bility for care of patients, administration, and teaching, 
becomes degraded to the level of a hack-tutor, for whom 
“To-morrow and to-morrow and to-morrow, Creeps in this 
petty pace from day to day.” The stimulating atmosphere 
of our teaching hospitals has depended on a blending of 
altruism and individual enterprise, of practice and research. 
Teaching, to be inspired, must be a part-time occupation 
which is sustained by practice or by research. For the 
whole-time clinical teacher this means daily leisure for 
study and research, the long vacation and the sabbatical 
year, and we should like to have seen these points rather 
more sharply made in the present report. 


a 


METHYL ALCOHOL POISONING 


Among the unsolved problems of the entity known 
methyl alcohol poisoning the actual toxic mechanism a 
the selective incidence of amblyopia have hitherto tak 
first place. It has long been known that methyl elasia 
is a comparatively weak narcotic but a strong cumulatiy 
metabolic poison, and that it produces an acidosis ; byt a 
source and nature of the acidosis have never been pay 
pletely explained. Nor has it been decided whether the 
amblyopia bears any direct relation to the acidosis, or wh 
the toxic action should be selectively exerted upon cithe, 
the optic nerve or the ganglion cells of the retina. Answers 
to some of these questions have now been provided 5 
an investigation’ of 16 cases of methyl alcohol poisoning 
and suggestions for treatment are based on the knowledg 
obtained. The symptoms in these cases undoubted 
resembled the clinical manifestations of acidosis—anorexia 
nausea, vomiting, dyspnoea, drowsiness, and coma—ang 
their severity was commensurate with the fall in the alkali 
reserve, which was 9 vols. per cent. in a very acute Case 
as compared with 33.8 in a case with only mild general 
disturbance. The degree of amblyopia also appeared to 
depend on the degree and duration of the acidosis. Qp 
the basis of these facts and the actual demonstration jp 
two cases of an increase in the lactic acid concentration of 
the blood, a hypothesis of the true nature of the acidosis js 
advanced which embodies some of the conflicting elements 
of the long controversy on formic acid versus formalde. 
hyde as the specifically harmful decomposition product 
of methyl alcohol. It is suggested that the factor primarily 
responsible for the acidosis is formic acid, which enters 
into a complex compound with the iron of the respiratory 
enzyme, thus inhibiting oxidation and causing an increase 
of lactic acid. Correlation between the degree of acidosis 
and the severity of amblyopia is explained by the high 
consumption of oxygen by the retina (demonstrated by 
Warburg) and its consequently high susceptibility to 
defective oxygenation, this being followed by degenerative 
changes in the retinal cells. Since exposure to strong light 
increases the call on oxidation, this might be expected— 
as was indeed found to be the case—to increase the severity 
of the amblyopia. The secondary later deterioration of 
vision characteristic of methyl alcohol poisoning is attri- 
buted to subsequent atrophy of severely injured retinal 
blood vessels. 

A rather surprising feature of the course of the poisoning 
in some of the cases was the favourable action of ethyl 
alcohol. Those patients who had drunk large quantities 
of port, gin, or beer either before or after the methyl 
alcohol showed no permanent ill effects. This, it i 
suggested, is due to the capacity of ethyl alcohol to dis 
place methyl alcohol from its intracellular attachments 
thereby checking its oxidation to formic acid. The 
heroic recommendation that ethyl alcohol shall be drunk 
repeatedly during the first few days after the consumption 
of much methyl alcohol is therefore included in the treat- 
ment advised. Other measures include the rapid correction 
of acidosis by intravenous injection of isotonic (1.3%) solu- 
tion of sodium bicarbonate ; liberal flushing with fluid; 
protection from exposure to light; and avoidance of all 
stimulants of metabolism, such as exercise, hot baths, and 
thyroid extract. 





Prof. E. D. Adrian, O.M., F.R.S., will give the Bertram 
Louis Abrahams Lecture at the Royal College of Physicians 
of London on Thursday, June 8, at 4.30 p.m. Subject: 
“ Localization in the Cerebrum and Cerebellum.” 


1 Roe, O., Acta med. scand., 1943, 113, 558. 
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SOME IMPRESSIONS OF SLOW STARVATION 
IN CHINA 


BY 
H. T. LAYCOCK, F.R.CS. 


The clinical picture described below became painfully familiar 
during a little more than a year (Oct., 1942, to Nov., 1943) 
spent in medical work in South Kwangtung, China. These 
notes are based on observation of hundreds of starving people 
attending at an out-patient clinic, seen scavenging in the streets, 
lying dead or dying on the sides of country roads, and visited 
in a large camp for refugees. The syndrome exhibited by 
these people was very uniform, and as it added some details 
to the usual textbook account of “wet beriberi” I thought 
a description of it might be worth recording. 


Japanese Technique of “ Repatriation ” 


More than 90% of the cases were refugees who had come, in 
some cases voluntarily and in others against their will, from occu- 
pied into “free” China. The remainder were nearly all Chinese 
soldiers, many of them as a matter of fact recently recruited from 
among the refugees. The voluntary refugees, finding life under the 
Japanese intolerable, had migrated to seek their fortune inland. 
Unfortunately many of them had been left destitute by robbers. 


The inyoluntary refugees were what the Japanese call “ repatriates.”’ 
In spite of glowing descriptions in their newspapers the Japanese 
technique of’ repatriation, as applied to the Chinese, is apparently 
as follows. Without warning some hundreds of harmless pedestrians, 
hawkers, and beggars are rounded up in the streets of an occupied 
city. There is certainly a tendency to choose the less desirable 
elements in the community, but this choice is by no means a careful 
one. The victims, of all ages and both sexes, are then systematically 
starved in one of the worst sort of concentration camps. The daily 
ration consists of rice gruel cooked with bicarbonate of soda (in 
order to economize on firewood) which is served without salt, 
flavouring, or other addition. It would seem possible that the con- 
stant adding of soda to the food in this way might produce a chronic 
alkalosis with renal damage of significance in relation to subsequent 
oedema. In many cases these people have told me that they were 
transferred from a normal home life, where the diet was adequate 
if not abundant, to a squalid and pestilential camp, where they were 
slowly starved and denied all medical attention and where the death 
rate was enofmous. 


From the camp victims considered sufficiently weakened are 
transported in overcrowded junks to the coast of free China, where 
those that have not died on the way are left, totally destitute, to 
their own resources—to the intense annoyance of the local residents. 
The ones who are too weak to walk remain where they are landed 
until they starve. Many of them try to prolong their sufferings by 
consuming inedible or semi-edible substances. I have been shown 
hard woody roots and have been told that after prolonged soaking 
these can be cooked into something that can be swallowed. I have 
also seen a dark green powder, prepared by drying and pounding 
certain leaves, and have been assured that it can be used as a 
substitute for flour. The refugees also steal and eat unripe rice, a 
crime for which the penalty is death. In our local refugee camp 
the heaps of banana skins and mango stones, scavenged in the streets 
for use as food, give eloquent witness to the intensity of their hunger. 
I am also convinced from the evidence of eye-witnesses that the flesh 
cut from corpses is used as food. Why more of these unfortunate 
people do not give up the unequal struggle and find an easy way 
out in suicide I do not know. Certainly very few of them seem to 
make the attempt. Instead they struggle inland with a frantic 
desperation of which one is forcibly reminded by seeing the deep 
ulcers on the buttocks of people too weak to walk who have 
struggled across the country in a sitting posture. 


Hunger Oedema and Ulceration 


Clinically the most conspicuous feature in these cases was the 
widespread oedema, which first appeared on the dorsal aspect of 
the feet. These became more and more swollen until the skin was 
tightly stretched and assumed a peculiar bluish transparency. Later 
it actually gave way under tension, and multiple fissures appeared 
from which there was usually a copious serous discharge. These 
fissures were readily infected and deep gangrenous ulcers arose in 
them in neglected cases. Ulcers on the dorsal aspect of the feet 


were a common and characteristic finding. Often they arose spon- 
taneously, but many were produced artificially by misguided attempts 
to reduce the oedema with filthy and irriiant applications. The 
victim well realized that oedema:of the feet was the first of a series 


of most unpleasant symptoms. One soldier had applied a dark 
paste made from pounded leaves to the upper surface of one foot 
to reduce the swelling. I do not know what the chemical composi- 
tion of this paste was; its effect was like that of strong caustic 
potash. There was an area 6 in. by 34 in. covering the foot dorsally 
and extending above the malleoli. This was greenish white in colour 
and sodden like damp blotting-paper. In a few days it separated 
as a thick slough, leaving a deep and painful ulcer. The malleoli 
in this and similar cases retained islands of skin over them, presum- 
ably because the application had been put on thinly over the bony 
points. The man said he realized that swelling of the feet was a 
serious condition and he had used a herbalist’s remedy. I was 
surprised to find that he expected an ulcer to form, under the 
delusion that this was part of the cure. However, he found the 
process so painful that he vowed he would never use the method 
again or recommend it to his friends. On a normal diet and with 
the dai'y use of antiseptic dressings this ulcer healed so rapidly 
that the skin grafting which I at first thought of seemed 
superfluous. 


Another soldier had bilateral ulcers produced in the same way, 
but here there was a gangrenous infection, the edges of the ulcers 
were undermined and purple in colour, and there were haemorrhagic 
blisters higher up the legs. I felt obliged to do an amputation, but 
the patient did not survive. These dorsal foot ulcers commonly 
involve the extensor tendons, which are seen running across them as 
white sloughing strands. When the tendons have been involved in 
this way, and healing has occurred later, there is usually an extensor 
contracture, involving particularly the fourth and fifth toes, with the 
production of calcaneus and valgus deformities which are sometimes 
severe and very crippling. 


Further up the leg the oedema distends the skin, and over the 
lo-er leg especially this has often a high glaze upon it. The dis- 
appearance of this glazed look was the first sign that oedema was 
subsiding. The whole limb up to the groin was sometimes grossly 
oedematous, but often the oedema stopped abruptly above the lower 
third of the thigh. I saw cases in which oedema in the popliteal 
fossae prevented extension of the knees and the patient was obliged 
to walk with the knees flexed. Under treatment the oedema dis- 
appeared from above downwards, persisting longest in the feet, and 
when it had gone the emaciation was often so extreme that whole 
groups of muscles seemed to have disappeared. 


The external genitalia were early affected by the oedema, a 
symptom which seems to upset Chinese patients very much. A dis- 
tressing eczema of the scrotum was also very common. There was 
pitting oedema over the trunk and in the arms, it was the backs of 
the hands that were earliest and most affected. 


The face was often grossly oedematous, with the eyes completely 
closed. There was a strong tendency for the oedema to shift with 
gravity, and the whole appearance of the face would alter over night. 
Particularly in cases where the oedema had partially subsided the 
whole face seemed to sag, the swelling disappearing last from the 
lower part of the cheeks. The corners of the mouth drooped and 
unnatural creases appeared round the eyes and radiated from the 
alae nasi. These creases did not so much add expression to the 
face, which was toneless and gloomy, but rather added a bizarre 
touch which was quite repulsive. 


The facies was further altered by the presence of dark pigmentation 
not strictly limited, as in pellagra, to areas exposed to the sun. The 
hair was dry and disorderly with a tendency to stand on end. The 
loss of the normal silky lustre of Chinese hair in someone who was 
seen before and after several months of slow starvation was quite 
striking. The tongue was variable, often clean and moist. In a 
minority of cases it was glazed and vermilion in colour. Oral sepsis 
was common and I often saw a thrush-like lesion on the soft palate. 


Abdominal and other Complications 


Scurvy was conspicuous by its absence. Even where oedema was 
extreme serous effusions were quite infrequent, though I saw a few 
cases complicated by ascites. The musculature of the abdominal 
wall was toneless, and flatulent distension was the rule. Unless there 
was some marked oedema of the skin over the abdomen visible 
peristalsis, of small intestinal type, was a common clinical finding. 
The abdominal distension was often associated with a small umbilical 
hernia or with a “ weeping” eczematous lesion of the umbilicus. 
There was very commonly watery diarrhoea and a tendency to pass 
any food taken unaltered in the stools. It was difficult to persuade 
many of these cases to eat, because they seemétd to have lost all 
interest in food. They were very prone to contract bacillary 
dysentery, and any such bowel infection in a convalescent case usually 
caused a relapse of the oedema. 


Many of them complained of cough and produced a white frothy 
sputum, which I took to be due to oedema of the lungs. Other 
pulmonary complications were uncommon. The heart was some- 
times moderately enlarged and the heart sounds diminished in volume 
and with a tendency to “ tick-tack ” rhythm, but I saw so few cases 
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with the signs of congestive failure that I felt convinced cardiac 
failure could have little to do with causing the oedema. 


A more or less severe secondary anaemia was invariably present 
and the response of this to simple iron therapy was very rapid. 


As regards the nervous system I saw a few cases only of typical 
*‘ dry ” beriberi, but in the oedematous cases—i.e., the vast majority— 
nervous symptoms were not at all common. Most cases complained 
of “ numbness ”’ in the feet and legs, but by this they usually meant 
the altered sensation due to the skin being stretched by oedema. 
Anaesthesia to pin-prick, paraesthesias, and paralyses were con- 
spicuously uncommon. 


A great many patients complained of night-blindness, but this 
was a common complaint also among people in the district, particu- 
larly soldiers, with no other symptoms. Amenorrhoea and sterility 
were extremely common in both refugees and village women in the 
district, and seemed to be invariably present in the oedematous cases. 


The «mental state was one of depression, which varied with the 
degree of oedema. This was particularly noticeable in children, 
who would lie curled up all day and so motionless that the 
oedematous skin acquired a deep impression from the straw mat 
beneath it. As the oedema subsided they became mentally alert 
again. The adult patient usually came with the fixed idea that he 
or she must be admitted to hospital, and would repeat the same 
request over and over again with tears dripping from the cheeks. 
Cerebration was slow and the extraction of a history very tedious. 
As mentioned earlier, suicide as a way of escape was quite 
uncommon. 


The clinical course was marked by a strong tendency to relapse. 
The slightest intercurrent infection, usually a more or less severe 
enteritis, would be accompanied by a disappointing reappearance of 
the oedema. An alteration in the weather would cause surprising 
changes, and after a spell of hot damp weather was over most of 
the cases improved very rapidly. 


Response to Treatment 


Treatment consisted in giving a diet with a high protein content, 
liver, meat, fish, and soya-bean derivates. We gave rice polishings 
in the form of a cake made with flour and a little baking powder 
and fried in peanut oil. These were very popular, especially with 
the children. Vitamins were given in the form of teleostol capsules 
and thiamine hydrochloride injections, but I didn’t have enough to 
use them freely. é 

In their response to treatment patients fell into two groups. In 
one there was a rapid uncomplicated recovery; in the other, in which 
there was generally persistent albuminuria, progress was slow and 
laborious with disappointing relapses and a tendency to die suddenly 
and unexpectedly. 








MEDICAL EDUCATION 
ROYAL COLLEGE OF PHYSICIANS’ REPORT 


The Report on Medical Education of the Planning Committee 
of the Royal College of Physicians was published on May 2, 
and is the subject of a leader in our present issue. Limited 
space allows us to summarize only the main points in this 
highly important document, which should be carefully read 
by all those interested in the subject. It is divided into two 
parts, the first dealing with the recruitment and selection of 
medical students, and the second with the training of the 
doctor, considered under these headings: the medical cur- 
riculum as a whole ; medical education ; the preclinical period ; 
the clinical period. 
Selection of Students 


In the making of a good doctor, the report observes, the 
intellectual and personal qualities of the student are as 
important as the education to which he is submitted. At 
present too few candidates enter medicine. An increase in 
the number would widen the field of selection. The doctor’s 
way of life and his rewards must be such as to attract suitable 
candidates. To overcome financial obstacles which restrict the 
entry into medicine, the committee favours making university 
education entirely free, not only in medicine but in all other 
faculties. Free university education would bring more men 
into medicine and make selection easier. In assessing the 
suitability of a candidate two things to be taken into account 
are academic record and character and personality: “In the 
case of the doctor character is in general not less important 
than ability.” 





—_— 





Training of a Doctor 

Present defects in the average medical graduate to 
attributed chiefly to training are lack of curiosity and initig 
undeveloped powers of observation, poor ability to 
and interpret facts, lack of precision in the use of words. The 
training may be technically satisfactory, but is unsatisfa 
as an education: “ This is a matter of very great importance.” 
The committee has therefore aimed to discover how to improve 
the medical course as an education without detracting from jts 
efficiency as a technical training. 







Curriculum as a Whole 


“No other profession demands an education so complex 
so rigid, and of such long duration.” The curriculum grows 
in content, and rarely is anything taken from it. .While the 
general structure of the curriculum is sound, and the length 
of training cannot be reduced, remedies must be sought under 
three headings: improved co-ordination, elimination of yp. 
necessary detail, and distinction between the requirements of 
undergraduate and of postgraduate education. 

At present there is little co-operation between the teacher 
of the premedical, preclinical, and clinical stages, and litt 
between teachers of the same stage—for example, betweep 
chemist, physicist, and biologist. The committee quoie 
Karl Pearson’s words that “ the true aim of the teacher should 
be to impart an appreciation of method, and not a knowledge 
of facts.” A difficulty in planning the curriculum is to cater 
for the variety of careers a student may ultimately follow. 
If all needs are to be met, there is little of organized knowledge 
that can safely be omitted from the curriculum. A funda- 
mental reform, therefore, is to recognize that medical education 
should fall into two categories: (1) undergraduate and wup- 
specialized, providing for doctors as a whole; and (2) post- 
graduate, providing for special needs. At present the curriculum 
to some extent combines the two. The committee observes 
that organized postgraduate education is as yet in its infancy, 
In discussing teachers and teaching methods it pleads for a 
wider adoption of the tutorial method, which “has long been 
regarded as a most valuable educational method at Oxford 
and Cambridge, and is becoming increasingly popular as the 
seminar system in the United States of America.” 


Premedical Education 


Under this heading the committee stresses the importance - 
of a general education, voicing the criticism made that 
specialization at school “may diminish interest in other 
activities of the mind, such as the history, art, and literature 
of ancient and modern times and of all countries.” The. 
committee believes that the student should not take the First 
M.B. examination before entering the university. To take it 
at school debars him from that general education which the 
committee regards as of the first importance for a doctor. 
It agrees that the teaching of the basic sciences should begin 
at school, and it believes that in the university course of general 
science stress should be laid upon physical chemistry and 
organic chemistry, and that in the biology course more stress 
should be laid on such biological principles as the theory 
of evolution, adaptation to environment, and genetics, and 
less time should be given to the memorizing of details of animal 


types. 








Preclinical Period 


The committee agrees with many others who have considered 
this matter that “anatomy should be more closely related to 
the living, and not chiefly a study of the dead.” It advocates 
the omission of much detailed learning of topographical 
anatomy. It advocates what it terms the “new anatomy,” and 
observes that this will require new dissecting manuals and 
new textbooks. “ Physiology,” it is observed, “is the natural 
medium for teaching the essential methods of biological 
science—namely, the methods of accurate measurement and 
experimental analysis of the factors concerned in biological 
phenomena.” If the supply of teachers of anatomy, physiology, 
and biochemistry is to be maintained at a high level, then they 
must be paid better salaries. In urging co-ordination, the 
committee remarks that in one term the student may learn 
the structure of the alimentary tract from the anatomist, ® 
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a second the digestion of foods from the biochemist, and in 
a third the movements and secretions of the gut from a 
physiologist. The student should be introduced to methods 
of examining the normal body during the pre-clinical period. 


Clinical Period 


“Medical education is directed towards two objectives 
which may be termed educational and vocational.” In the 
former the student is taught method, so that he can collect, 
analyse, and interpret facts for himself, and observe and under- 
stand what he observes. In the latter he is given such 
knowledge as will enable him to practise medicine on his own 
account. As a medical graduate on qualifying can at present 
assume full responsibility for taking charge of ‘patients, then 
in the public interest the State must insist “ that every student 
before qualification should acquire a basic knowledge of all 
branches of medicine and surgery, including the various 
specialties, as well as of medical jurisprudence, public health, 
and hygiene.” This knowledge has to be acquired in three 
years. The absorption of “an enormous mass of facts” does 


“ not allow the student to give thought to the scientific principles 


underlying medicine. The predominating factor in this dilemma 
is the need to protect the public from the ignorance of the 
newly qualified; but the emphasis is on factual knowledge, 
and unless the student is grounded in method and principle 
he cannot make full use of experience in the development 
of judgment—‘“and it is on judgment that his value to the 
public as a doctor will chiefly depend.” 


d COMPULSORY RESIDENCE 


The committee, therefore, proposes to divide the clinical 
period into two phases: (1) the undergraduate period proper, 
of three years ; and (2) a compulsory resident year—the former 
to be spent mostly in training in method and principles, with 
an examination at the end to test the student’s grasp of these ; 
and-the latter to consist of a series of house appointments. 
The content of the course is to be based on requirements 
common to men who will become general practitioners, con- 
sultant-specialists, pathologists, research workers, and adminis- 
trators ; the special requirements of the several groups will be 
met by postgraduate rather than by undergraduate education. 
Therefore much that is now required in the undergraduate 
period can be omitted—for example, details of complicated 
diagnostic procedures, rare diseases, specialized treatment such 
as radiotherapy. The stress in the undergraduate period is to 
be on method, “for method is a more lasting acquisition than 
is fact, and without method a man is lost when he meets an 
unfamiliar situation, as he is ultimately bound to meet it, away 
from his teacher’s guidance.” The second object should be 
the teaching of principle. The two should be used to show 
the student that the scientific method can be used in clinical 
study, and “that there is such a thing as clinical science.” 


IMPORTANCE OF PATHOLOGY 


The present method—or lack of method—of introducing the 
student into clinical work often bewilders him. The principles 
of pathology and bacteriology form a necessary introduction 
to clinical work. They should be illustrated by clinical 
material: for example, a study of inflammation would be illus- 
trated by a case of conjunctivitis or cellulitis. “ Seeing clinical 
material first in this light, the student would think of illness 
from the beginning in terms of disease processes.” Another 
part of the introductory course should consist of lecture- 
demonstrations and practical exercises in the methods of history- 
taking and clinical examination. The student starting clinical 
work would begin with a three-month course in which the 
morning would be given to “lectures, demonstrations, and 
practical classes devoted to the principles of general pathology, 
the afternoons to lecture-demonstrations on clinical material 
designed to illustrate the course of pathology, and to introduce 
the student to some of the simpler disturbances of structure 
and function.” After this he would begin the first ward appoint- 
ment in general medicine or surgery, and in this teaching should 
be planned and not be governed by the fact that unrelated 
cases happen to be in adjacent beds. 

Emphasis is laid once more on the problem of co-ordination, 
not only between the clinical and preclinical departments, but 





also of the several divisions of clinical teaching. “The 
student’s understanding of the essence of disease is increasingly 
handicapped by lack of co-ordination between the teachers who 
present the same disease-problems from the separate viewpoints 
of medicine and surgery ; of such diseases peptic ulcer is a 
good example.” Combined teaching, in which teachers of 
different specialties meet together to present their different 
views in front of the student, is looked on as one of the most 
valuable measures for overcoming incoordination in teaching. 
This benefits not only the student but also the teachers, who 
can then learn something of each other's points of view. The 
difficulty is that the clinical teacher at the moment has little 
time to spare. The department of pathology, it is observed, 


‘has “a unique opportunity for drawing together colleagues 


who . . . are tending to drift apart.” Pathology should occupy 
a position of special importance in the undergraduate curricu- 
lum, and it is an essential part of the committee’s proposal 
that the principles of pathology should form a major part of 
the introductory course of clinical work, the teaching to be 
confined mostly to principles. 


SPECIAL SUBJECTS 

Special consideration is given to the place of psychological 
medicine, of social medicine, and of paediatrics in the cur- 
riculum. Of the first, it is observed, “We wish to awaken 
and to maintain the student's interest in matters of the mind 
from the beginning of liis medical course”; of the second, 
“It should be the aim of all physicians and surgeons to 
permeate their teaching with an interest in social medicine ™; 
and of the third, “ The committee is agreed that paediatrics 
should be regarded as a major clinical subject on a par with 
obstetrics and gynaecology, and should occupy the whole time 
of the student for three months.” 


Paying for Brains 

After discussing ways of arranging for the compulsory year 
of residence, the committee considers the conditions of work 
and selection of clinical teachers. It recognizes that its 
proposals would make increased demands on teachers already 
heavily burdened. It recommends that clinical teachers should 
be paid for their teaching and hospital work. It deplores the 
falling off in the number and quality of young men specializing 
in pathology, “due probably to the more attractive remunera- 
tion and conditions of work offered by other careers.” 

As so much is implied by one paragraph under the heading 
of “The Place of the Teaching Hospital in an Organized 
Medical Service” we quote it in full: 

“In the past, teaching hospitals have been institutions 
founded and financed for the treatment of the sick. Teaching 
and research have been, as it were, sidelines ‘to which relatively 
small parts of the hospital's space, equipment, and budget have 
been devoted. It will already be apparent from the recom- 
mendations made, that the committee considers that the position 
of the teaching hospitals as centres of education and of research 
requires greater recognition and a much increased contribution 
from the public purse. For the campaign against disease is 
ultimately dependent on the progress of medical knowledge 
and on the efficiency of the medical profession, both of them 
deriving largely from the teaching hospitals.” 


It is difficult in this short space to pay full justice to what 
appears to us to be one of the most valuable reports issued 
by the Royal College of Physicians for some time. It reads 
as if it has been drafted by one pen, and to the wielder of this 
the profession at large is under a deep obligation. 








During 1943 the Trustees of the Ella Sachs Plotz Foundation for 
the Advancement of Scientific Investigation received eighteen applica- 
tions for grants, thirteen of which came from the United States, 
the other five coming from five different countries in Europe, Asia, 
North and South America. In the twenty years of its existence the 
Foundation has made 481 grants, which have been distributed to 
scientists throughout the world. Researches are favoured that are 
directed towards the solution of problems in medicine and surgery, 
or in branches of science bearing on medicine and surgery. Informa- 
tion about the grants may be had from Dr. Joseph C. Aub, 
Massachusetts General Hospital, Fruit Street, Boston, Massachusetts. 
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Cerebral Malaria 


Sir,—We read with interest the article in the Dec. 25 issue 
by Dr. I. B. Sneddon called “A Fatal Case of Cerebral 
Each year over 600 cases of malaria are treated 
The scheme of treatment for 
the cerebral cases—reached by a method of trial and error 


Malaria.” 
as in-patients in this hospital. 


over a number of years—is now the following: 


On confirmation of diagnosis by highly positive M.P. film, clear 
C.S.F. and a low W.B.C., an intramuscular injection of quinine is 
If the patient is very collapsed a small intra- 
venous saline is sometimes given at this time, but never intravenous 
Four to six hours later a small intravenous injection of 
Adrenaline is given at all 
is ‘given intramuscularly just prior to the intravenous quinine. 
Another small intravenous quinine injection can be given after a 
further four to six hours up to three such injections or the recovery 
In December of this year we had six cerebral malaria. 
Only one died—an infant of 14 years who had no intra- 


immediately given. 


quinine. 
quinine is given: 3 to 6 gr. is ample. 


of the patient. 
patients. 
venous injections. 


We have found that large doses of intravenous quinine in 


cerebral cases in invariably followed by death. These cases 
all show a highly positive film. We have no copy of the 
1942 edition of Manson-Bahr referred to by Dr. Sneddon, 


but in the 1940 edition, page 114, the following may be found: 


“The amount of toxin liberated by the rapid destruction of 


the parasites after intravenous injection [of quinine] may be 
sufficient completely to paralyse the cardiac mechanism, and 
death may rapidly ensue.” In our minds there is no doubt 
of the truth of this. He goes on to advise intramuscular 
quinine followed by quinine intravenously. 


What the “toxin” is, so far as we know, no one has ever 


found out. The common finding of jaundice in such cases 
Suggests thafit is rather the products of the burst-up red cells 
than something exuded by the parasites themselves. However, 
both of these factors may contribute to the “toxin,” which 
seems to give rise to a form of protein shock—* autoprotein 
shock,” if we may use the phrase.—We are, etc., 


G. B. YOUNG. 


Jalna, Deccan, India. C. J. A. MACADEN. 


Kala-azar in an Adult contracted in Malta 


Sir,—In the Journal of April 8 (p. 492) Wing Cmdr. 
Lipscomb and Squad. Ldr. Gibson state: “We can trace only 
four recorded cases in adults whose infection cannot have 
occurred elsewhere than in Malta” in 1913-14, 1918, 1933, 
and 1934. In 1917, while in charge of the Medical Division 
of Valetta Military Hospital, Malta, I treated a case of kala- 
azar undoubtedly contracted in Malta, and heard of two others 
similarly contracted. As I left my notes in Malta and am 
quoting from memory I can only give the salient points, which 
were deeply impressed on my mind, and are as follows: 


In the summer of 1917 a draft of No. 1 Malta Company, R.A.M.C., 
all British soldiers, paraded for inspection before proceeding to 
Salonika. At the conclusion of the parade it was remarked that 
Sergeant ‘‘G.” was not only the smartest soldier on parade but the 
fittest. The draft was unavoidably delayed in the island owing to 
U boat activities, and some weeks later—possibly a month or six 
weeks—I was called tg see this N.C.O., who was feeling ill, sweating, 
and had lost weight.- On admission he looked ill, wasted, having 
lost 2 st. in weight, and from being a ruddy complexioned man had 
become sallow in appearance. On examination the only physical 
sign found was an enlarged spleen. 

Colonel Sir Archibald Garrod, consulting physician to the Malta 


Command, who visited the hospital twice a week, saw him at his 
next visit and suggested to me that it might be a case of kala-azar. 
1 pointed out that this N.C.O, had come straight from England two 


years previously and had never left the island since. Sir Archibald 
Garrod said that was no’ bar to contracting kala-azar, as he had 


already seen two soldiers who had contracted the disease in the 
island. The similarity of their symptoms and appearance plus the 


splenic enlargement suggested the tentative diagnosis of kala-azar. 
Acting on his advice splenic puncture was at once performed and 


Leishman-Donovan bodies demonstrated within a very short time 
He was treated by intra- 


of the patient coming under observation. 





venous antimony injections; so far as I remember the solution Was 
1% tartar emetic. He always vomited before the needle was wy 
drawn from the vein, except on three occasions when he d 
a severe irritation in one tonsil. He made an uninterrupted 
during the course of which he was visited by many people, including 
the late Lord Methuen, Governor, and Sir Thomas Yarr, DMg 
He corresponded with me for several years, and as an instance of 
the completeness of the cure told me that while on leave a his 
father’s farm in England dived into a river and rescued a drown; 
sheep. Later in the war the ship he was in was torpedoed 
though he was in the water and boat for some time suffered no ill 
effects from the experience. I last heard from him severaj Years 
ago when he was farming in Ladysmith and happily married. 


It is interesting to record that shortly after this case ] also 
treated a man of the Egyptian Labour Corps for bilharziasis 
in a similar manner with satisfactory result, the first time 
this treatment had been employed for this condition in Malta, 

My own case of kala-azar was undoubtedly contracted in 
Malta, and Sir Archibald Garrod was not the type of man jp 
make a statement like the above without a complete investiga. 
tion. I believe I am right in saying that his opinion was thy 
kala-azar was of more common occurrence in British adults 
in Malta than was generally realized. At any rate that is th 
impression left on my mind after twenty-seven years—j 
am, etc., 


Southsea. R. J. Lythe, 


Sickness Records of Hospital Nurses 


Sir,—Dr. Joyce Wright's article (April 29, p. 585) on the 
sickness records of nurses in hospitals presented many 
interesting findings, but it would be instructive to compare the 
sickness records of hospital nurses who were respectively 
resident and non-resident in hospitals. 


should be accommodated in hospital or should be encouraged 
to live at home or in lodgings. In the hope that other hospitals 
may record their experiences where they have been similarly 
staffed, I have set out our experience in this hospital for the 
year 1943. 


No. of Nurses No. of Illness Days lost 

Employed Absences from lines 
Resident nie on ia. SE “sennakieewes fae 1,534 
Non-resident sé i “SD §404eecakeees St  écmsenesneas 3,300 


The longest absence for a resident was 178 days; and the 
longest absence for a non-resident was 160 days, The hospital 
is situated in the country at a distance of 2 to 4 miles from 
centres of population where the non-resident nurses have their 
homes, lodgings, or billets. The non-resident nurses were under 
the care of doctors outside the hospital for the most part, 
though in a few cases treatment had to be given in the hospital, 

The age groups of the two classes of nurses were not 
examined closely, but were known to be similar. 
of the illnesses was also similar in the two groups to one 
another and to that given in Dr. Wright’s article. The hour 
of duty for all non-residents amounted to 48 per week, whereas 
residents on the whole worked rather longer hours, usually 
about 52. 

From these figures it would appear that residence has the 
advantage in respect of health ; they are, of course, too small 
by themselves to establish a conclusion with certainty.— 
I am, etc., 


Clatterbridge General Hospital, Wirral. D. WILKIE. 


Tuberculin Patch Test 


Sir,—I should like to confirm Prof. Tytler’s observations 
with regard to the efficacy of his tuberculin jelly. Some time 
ago he very kindly sent me a supply of this tuberculin jelly, 
which I used on a series of some 40 cases with (a) Mantoux 
test 1 in 1,000 controls, and (b) commercial patch test controls 
I found that the results tallied exactly with those of the 
Mantoux test, and, so far as the commercial patch-test contrals 
were concerned, the positive reactions with the jelly wer 
stronger and much more reliable. In view of its practical 
importance it is to be hoped that Prof. Tytler’s formula will 
soon be available for general use.—I am, etc., 


London, W.1. PuHitip ELLMAN. 





Such a comparison | 
might throw some light on the vexed question whether nurses _ 
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Cost of Living and the Nation’s Health 


Sir.—As doctors we are not as a rule concerned with the 
Budget proposals of the Chancellor of the Exchequer, except 
in so far as our own pockets may be affected and we may 
desire to express laymen’s opinions on financial matters. 

There is, however, one aspect of Sir John Anderson's Budget 
speech with which, I venture to suggest, doctors, and particu- 
jarly those interested in social medicine, are very directly con- 

cerned. The Chancellor stated (Times report, April 26) that 
having regard to the higher domestic costs of production and 
also to import costs, he felt that for the ensuing year a range 
for the cost-of-living index of 30 to 35% over pre-war should 
be substituted for the 25 to 30% laid down by Sir Kingsley 
Wood in 1941.” He also stated that “some part of the 
explanation [i.., of increased subsidies] was to be found in 
the growing cost of imports, which affected particularly the 
food components of the index.” If this is correct, it would 
appear clear that the main increase to be permitted in the cost 
of living will be accounted for by a rise in the price of foods. 
The chief foods to get subsidies are bread and flour, meat, 
potatoes, sugar, milk, cheese, and bacon, which form the 
foundation of our diet, and which last year received between 
them subsidies amounting to £149,700,000. 

It has been estimated that a rise in the cost-of-living figure 
from the present index of 29% above pre-war level to the 
proposed 35% would represent an extra charge of £48,000,000, 
which would be thrown upon consumers, and at the present 
stage it would appear that the whole of this additional 
£48,000,000 will presumably be spent by the public on foods 
only. This is an average of over £1 per head per annum, 
counting every man, woman, child, and babe-in-arms. 

Now it is generally agreed that the health of the country 
is remarkably good, and perhaps much better than many of 
us might have expected for the fifth year of the war. Not 
only. has it remained good but new low records have been 
established in certain directions—e.g., maternal and infant 
mortality rates and standardized death rates among civilians, 
both male and female. In spite of supply difficulties it is 
doubtful whether very large sections of the population have 
ever been so well fed before as they are now, and it would 
be difficult not to ascribe some part of this remarkable wartime 
position as being due to the maintenance or improvement of 
the people’s dietary in its essentials. In part it is no doubt 
due to the full employment with consequent higher family 
incomes, but full credit must also be given to the Ministry 
of Food and its scientific advisers for the job they have carried 
out of ensuring the more even distribution at reasonable prices 
of whatever foodstuffs have been made available, as well as 
for their schemes of extra supplies of special foods and food 
supplements for particular classes, either free or at greatly 
reduced prices—such as milk, cod-liver oil, and orange juice 
for mothers and children. 

The maintenance or improvement. of general nutritional 
standards is reflected in favourable health reports from all 
parts of the country, and from a medical point of view it would 
be deplorable that, at this stage of our knowledge, any steps 
should consciously be taken which may check and which may 
even in the long run eventually lead to a deterioration of the 
existing nutritional level. Sir John Boyd Orr and others have 
shown that the lower the income level the higher is the propor- 
tion of income which is spent on purchasing food. Any 
permitted increase in the cost-of-living index through a rise 
in the cost of essential foods will fall most heavily upon those 
who are least able to carry such an increase, and who will 
inevitably react by a reduction in-either the quantity or quality 
of foods purchased, since the first-class proteins and protective 
foodstuffs are the most expensive. 

Such is not the road to an improvement in the national 
health, but even on strictly utilitarian and economic grounds 
national efficiency in post-war rebuilding can only be assisted 
and not hindered by a people whose physical condition is at 
the maximum that can be attained through good nutrition. 
This point of view is also in full accordance with Principle A 
of the statement of Principles approved by the B.M.A., which 
says, “ The health of the people depends primarily upon the 
social and environmental conditions under which they live and 
work, . . . upon nutritional standards. . . . The improvement 





and extension of measures to satisfy these needs should precede 
or accompany any future organization of meaical services.” 

I trust, therefore, that doctors will very carefully consider 
the possible health repercussions of this aspect of Budget 
policy.—I am, etc., 

Public Health Department, Islington. 


V. FREEMAN. 
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WILLIAM TURNER, MSS., F.R.C\S. 


We regret to announce that Mr. William Turner, consulting 
surgeon to Westminster Hospital, died on April 30 in the hos- 
pital which he had served so long and so faithfully. 

The son of Frederic Turner of Nizels, near Sevenoaks, he 
was born on Jan. 25, 1870, and from King’s College School,- 
London, went on to study medicine at King’s College Hospital, 
where he was gold medallist of his year and won the Sambrooke 
Exhibition and first- and second-year scholarships. After 
qualifying in 1893 he served as house-surgeon and house- 
physician at King’s. He graduated M.B., B.S.Lond. in 1895, 
winning a scholarship and gold medal, took the F.R.C.S. in 
the same year, and the M.S. degree in 1898. During the South 
African War he was surgeon to the Imperial Yeomanry base 
hospital, Deelfontein, and then medical officer. in charge of 
the Imperial Yeomanry branch hospital, McKenzie’s Farm. 
William Turner had been appointed assistant surgeon to the 
Westminster Hospital in August, 1897, and later served as 
senior surgeon for eleven years, retiring under the age limit 
in 1934, when he was elected consulting surgeon and a vice- 
president of the hospital. He was also consulting surgeon to 
the Dreadnought Hospital, Greenwich, the King Edward 
Memorial Hospital, Ealing, and the Royal Hospital for Diseases 
of the Chest, City Road. During the last war he was on the 
& la suite staff of the 4th London General Hospital with the 
rank of major, R.A.M.C(T.), and also served on the visiting 
staffs of the King George Hospital, No. 22 American Red 
Cross Hospital, and Mrs. Mitchison’s Hospital, Clock House, 
Chelsea. With his Westminster colleague, Mr. E. Rock Carling, 
he wrote Treatment after Operation, published in 1912. In 
1936 he gave the Creasy Memorial Lecture, taking as his 
subject “The Acute Abdomen.” He had been a member of 
the B.M.A. for 50 years. 


Mr. Rock CARLING writes: . 


I think I was Mr. Turner's first dresser in the out-patient 
department at Westminster; I have been his colleague for 
almost 40 years, and never Ceased to learn from him. He 
had an unquenchable enthusiasm for his work and could 
genuinely feel that every patient might present something of 
unexampled interest: this lent a stimulus to his teaching that 
all his students felt. He was a very hard worker. With calls 
upon his professional services from several hospitals he could 
always find time for all the business committees of Westminster 
Hospital and Medical School, and his counsel was always 
sound. He was a colleague upon whose integrity and generosity 
one could count with complete confidence. He will be greatly 
missed. 


Dr. ALBERT EDwarD Birp, who died on April | at the age 
of 76, was a general practitioner in Burnley for 38 years until 
his retirement. He had been divisional surgeon and lecturer 
for the St. John Ambulance Association, and during the last 
war was commandant of the Auxiliary Military Hospital at 
Burnley. He joined the B.M.A. in 1905, served as bonorary 
secretary of the Burnley Division as far back as 1911, and 
was later chairman; he had also been chairman of the Local 
Medical and Panel Committee and attended a number of Panel 
Conferences in London. He was very popular with his col- 
leagues and greatly esteemed by all who knew him. 


Dr. WiLpert GoopcuiLp died at Threlkeld, Cumberland, on 
April 14 at the age of 67. As medical superintendent of Blen- 
cathra Sanatorium, Threlkeld was his home and centre of his 
activities for the past 39 years. He was the son of J. G. Good- 
child of the Geological Survey of Scotland. Born in a scientific 
circle he decided on medicine as a career because the outlook 
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of any man wishing to devote himself to pure science was 
restricted. He graduated M.B., Ch.B. at Edinburgh University 
in 1903, and after a period as resident at Woodburn Sanatorium 
he was appointed medical superintendent of the projected 
Cumberland Sanatorium. He took charge of an embryo institu- 
tion. The doctor’s house was a reconstructed farmhouse and 
steading. From these small beginnings he directed its develop- 
ment to its present state of efficiency. In Edinburgh he came 
under the influence of Sir Robert Philip, whose methods of 
treatment became largely Dr. Goodchild’s guide in developing 
his institution. He early realized the importance of occupa- 
tional therapy, and with his patients and some outside assis- 
tance he designed ard installed the electric supply for the sana- 
torium, as well as many other instructional and therapeutic 
agencies, as, for example, one of the earliest open-air cinemato- 
graph rooms. He thus kept himself and the sanatorium in the 
front rank of progress. Among his patients he was always 
sympathetic, and many will feel that they have lost their best 
friend. He was an expert geologist and mineralogist and con- 
tributed the mineralogical section to the Technological and 
Scientific Dictionary, equivalent to a condensed survey of the 
whole field of the crystallography and chemistry of minerals. 
His hobbies, if they can be so called, were not amusements but 
serious contributions to science. This applies to his work in the 
field of archaeology, more especially of the Stone and Bronze 
Ages. He was also a botanist and had at his home a very com- 
plete collection of British ferns and Alpine plants growing 
under natural conditions. He was visited by many people 
interested in the various branches of natural history, archaeo- 
logy, and geology in which he was interested and recognized 
as an authority. They all received a hospitable welcome from 
Dr. and Mrs. Goodchild. J. J. G. 


We regret to record the sudden death recently at an early 
age of Dr. G. MACKERRACHER of Birmingham. George Mac- 
Kerracher studied medicine at Glasgow, and took the M.B., 
Ch.B. of the University in 1922. After qualifying he was 
house-surgeon to the Victoria Infirmary at Glasgow and to the 
Guest Hospital and Eye Infirmary, Dudley. He subsequently 
went into general practice in Birmingham. The extra work 
imposed on MacKerracher as a result of the war threw a very 
heavy strain on him, which probably contributed to his sudden 
death. Quiet and unassuming, he represented all that was 
meant by “family doctor.” He was held in high affection and 
regard by his patients and friends; the funeral service was 
largely .attended by his poorer patients. In the last war he 
served in the Royal Navy. He leaves a widow and young son. 
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UNIVERSITY OF OXFORD 


In a Convocation held on April 27 the following medical degrees 
were conferred : 
B.M., B.Cu.—M. F. C. Walker and S. E. M. Bates (in absentia). 


UNIVERSITY OF CAMBRIDGE 


At a Congregation he'd on April 28 the following medical degrees 
were conferred : 


M.D.—F. T. G. Prunty, N. Whittaker, H. D. B. Kelly (in person) ; A. J. Daly, 
S. T. Anning, T.. M. Banham, K. Robson (dy proxy). 

M.B., B.Crir.—P. L. Blaxter (in person); A. J. Briggs, J. H. M. Tilley, A. N. 
Exton-Smith, W. R. Probert, M. Ellis (by proxy). 


UNIVERSITY OF LONDON 


Prof. D. Hughes Parry has been appointed a representative of the 
University on the Board of Management of the London School of 
Hygiene until Dec. 31, 1945, in place of Sir Girling Ball (resigned). 

The Regulations in Medicine for Internal Students have been 
amended by the inclusion of the following paragraph: 

“Students who enter a medical school in October (or January) but are 
unsuccessful at the first examination for medical degrees for external students 
in the following December (or July) will, subject to the approval of the 
authorities of their medical school, be admitted to the first examination for 
medical degrees as internal students in July (or December) provided they have 
attended the full course of study in all the subjects of the examination 
throughout the preceding three terms and have complied with the Regulations 
in other respects.’’ ‘ 


ROYAL COLLEGE OF SURGEONS OF ENGLAND 


The following candidates have passed the Primary Fellowship 
Examination : 


D. R. Barnes. I. Bruce, D. B. Feather, G. J. Fraenkel, R. A. Gill, 
¢ — H. A. McDonald, A. Naylor, L. P. A. Newborne, C. B. Orchard, 
. E. Stein 
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ROYAL COLLEGE OF OBSTETRICIANS AND 
GY NAECOLOGISTS 


At a quarterly meeting of the Council held on April 29, with 
President, Mr. Eardley Holland, in the chair, the Honorary Fellow. 
ship of the College was conferred on Sir Joseph Barcroft and Dr E 
Hastings Tweedy, in recognition of their services to obstetrics and 
gynaecology. 

The following were admitted to the Fellowship: 


J. B. Blaikley, D. W. Currie, J. V. O'Sullivan, J. H. Peel, 7 
H. I. McClure, A. W. Spain. " absentia ; 


The following were admitted to the Membership: 


Jean R. C. Burton-Brown, Agnes E. D. Cathcart, Audrey I, Freeth 
D. Friedlander, M. M. Garrey, Eileen D. M. Wilson. In absentia: 4. Pp 
Bentall, J. J. Kearney. ~ 

At the annual general meeting of the College, held on April 29 
with the President in the chair, the following were elected to Council 
in place of those retiring by statutory rotation: Representatives of 
the Fellows: John Hewitt, J. E. Stacey, J. M. Wyatt. Representatives 
of the Members: J. B. Dewar, J. A. Stallworthy. 

The meeting was followed by the William Blair-Bell M 
Lecture, delivered by Mr. Hector R. MacLe'lan, M.D., F.R.F Ps 
Glas., M.R.C.O.G., entitled “‘ Contracted Pelvis in Childbirth.” 


Medical News 


The Merseyside Group of the Association of Industrial Medical 
Officers will hold a meeting at Liverpool University, Surgical 
Theatre, at 4 p.m., on Tuesday, May 16, when Prof. Ryle of Oxford 
will speak on “Social Medicine, Experiments and Prospects,” 
Members of the profession are invited. 


A meeting of the London Association of the Medical Women’s 
Federation will be held in the Common Room of B.M.A. House on 
Thursday, May 18, at 8 p.m., to discuss the White Paper. 


Prof. Alexander Fleming, F:R.S., has accepted the invitation of 
the Council of the. Royal Institute of Public Health and Hygiene to 
deliver the Harben Lectures for 1944. His subject will ‘be: 
“* Penicillin—Its Discovery, Development, and its Uses in the Field 
of Medicine and Surgery.” 


At a meeting of medical members of the British Institute of 
Radiology to be held on Friday next, May 19, in the Reid-Knox 
Hall, 32, Welbeck Street, London, W., Mr. H. S. Souttar will give 
the Mackenzie Davidson Memorial Lecture on *“ Team Work in the 
Treatment of Cancer” at 4.30 p.m. At the annual general meeting 
on Saturday, May 20, Prof. S. Russ will give the Silvanus Thompson 
Memorial Lecture at 3.15 p.m. 


The Faculty of Radiologist$ announces that the Skinner Lecture 
on *“ The Natural History of Disorders of the Reticular Tissue ” will 
be given by Dr. A. H. T. Robb-Smith on Saturday, May 20, at 
11 a.m. in the Royal College of Surgeons, Lincoln’s Inn Fie‘ds, 
W.C. The lecture is open to all members of the medical profession. 


A special meeting of Fellows of the Royal Society of Medicine 
has been summoned for Tuesday, May 23, at 5 p.m., with the follow- 
ing agenda: (1) Nomination of officers and Council for 1944-5; 
(2). alteration of regulations regarding visitors privileges in the 
Library ; and (3) to approve enlargement of the Society’s house and 
the architectural and financial preparations necessary therefor. 


The annual general meeting of the Roya! Medical Benevolent Fund 
will be held at the Royal Society of Medicine, 1, Wimpole Street, W., 
on Thursday, May 25, at 2.30 p.m., to receive and adopt the annual 
report and balance sheet for the year 1943, and to elect the honorary 
officials, committee, and honorary auditors. 


Dr. J. Purdon Martin will give a talk on ocular palsies at a meet- 
ing of the Clinical Society of the Royal Eye Hospital to be held on 
Friday, May 26, at 5.30 p.m., in the hospital (St. George's Circus, 
Southwark, S.E.). 


The Minister of Health has appointed Dr. John Alexander Charles 
to be a Deputy Chief Medical Officer in the Ministry of Health. He 
will take up his duties on May 15. Dr. Charles has been M.O.H. for 
Newcastle-upon-Tyne since 1932, and is a member of the Minister 
of Health’s Medical Advisory Committee. 


The Empire Rheumatism Council announces that Lord Horder 
has received from Moscow for.the Council a smal! supply of the 
anti-reticular serum of Prof. Alexander Bogolometz, which is stated 
to have specific influence upon rheumatic conditions. Tests on 4 
scale limited by the amount of serum available are being made under 
carefully selected conditions, and results will be communicated to the 
medical press in due course. 

The name of Dr. J. Cochrane Henderson has been pricked by the 
King in Privy Council as High Sheriff of Westmorland. He is the 
first active medical man in the county to hold this honour. 
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The London Gazette has announced the appointment as O.B.E. 
(Military Division) of Acting Surg. Lieut.-Cmdr. R. L. Kennedy, 
R.N.V.R., for skill and devotion to duty in services to the wounded, 
and as M.B.E. (Military Division) of Lieut. C. M. Dave, British 
Indian Medical Service, attached R.I.N., for great skill in perform- 
ing operations under very difficult conditions at sea. 

Temp. Surg. Lieuts. H. St. C. C. Addis and S. L. Hetherington, 
R.N.V.R., have been mentioned in dispatches for good services in 
operations in the Mediterranean. 

The following appointments, awards, and mentions are announced 
in recognition of gallant and distinguished services in Sicily. 

O.B.E. (Military Division).—Lieut.-Col. F. B. Bowman and Major 
N. L. Elvine, R.C.A.M.C. 

Mentioned in Dispatches——Col. C. H. Playfair, O.B.E., Major 
Ww. A. Oille, and Capt. W. H. Clare, R.C.A.M.C. 


CASUALTIES IN THE. MEDICAL SERVICES 


Wounded.—War Subs. Capts. J. R. Dow, P. A. J. Smith, H. H. 
Watts, R.A.M.C. 

Prisoners of war.—Capts. 
A.A.M.C. 

Killed in action—Capt. E. Gibbon, R.A.M.C. 


P. T. Millard and R. E. Maffey, 


DEATHS IN THE SERVICES 


Capt. EpwaRD ARCHIBALD WALKER, M.C.,; R.A.M.C., who 
died suddenly at Sheffield on April 9, was the youngest son 
of the late Major-Gen. James Grant Duff Walker and Mrs. 
Walker. He served in the war of 1914-18 in France and was 
awarded the Military Cross, being also mentioned in dispatches. 
Towards the end of the war he was wounded and taken 
prisoner of war by the Germans. He served for some years 
in the I1.M.S., and on retirement from that Service he was in 
charge of the British hospital and colony at Oporto. On the 
outbreak of the present war he relinquished his practice in 
Portugal and rejoined the R.A.M.C. He was in charge of the 
reception station at Lincoln for two years and later was trans- 
ferred to Sheffield. A_ colleague writes: He was high- 
minded and generous in judgment, courteous and philosophic,, 
and these qualities, together with his cheerful disposition, made 
him a delightful companion. He was unassuming and quietly 
efficient ; one with whom it was an honour and a privilege to 
work. For his kindness and sincerity he will always be remem- 
bered with deep affection and regard. He is survived by his 
wife and son, Lieut. Alexander D. Walker, R.E., at present 
serving in Burma. 
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Detention and Treatment of Mental Defectives 


In the House of Commons on April 25 Mr. BowLes raised 
the question of the detention and treatment of young mental 
defectives. He urged that the time had come when the mental 
institutions which dealt with these young people should regard 
themselves as being occupied with and liable to perform the 
duties of mental rehabilitation. 

Mr. WILLINK, in reply, said that there was much modern 
statute law on this subject. So far as admission was concerned, 
the safeguards were very substantial with regard to the medical 
certificate, the rights of parents, and in proceedings before the 
judicial authority, which consisted of selected magistrates. 
There were a great many checks on the certificate of any doctor. 
The question of the length of detention did not rest simply 
on the order made. Within seven days after admission, the 
medical officer of the institution had to make to the Board of 
Control his own medical statement on the case. He might 
concur or disagree with what the Court had done. If there was 
any disagreement there was consultation, and at any time, with 
regard to any case, the Board of Control could discharge the 
patient. The first order operated only for a year. So far as 
Institutions were concerned, the Board of Control had directed 
that the detention should be extended to the quarter day after 
the original order, and, unless another order was made, the 
original order ceased to operate on that date. The subject was 
visited, and there were always two and more, often five or six, 
visitors, including at least one medical man, who must be 
appointed under the Lunacy Acts, with special qualifications. It 
was far from being the case that there was any inducement to 
detain too long. At present many institutions were overburdened 
with serious cases, and applications could not be accepted 





because of the shortage of accommodation. There was a constant 
attempt to release, in one way or another, those who could be 


cared for in some other way outside the institution. Although 
about 50,000 mental defectives were receiving care and training 
in institutions, there was a very substantial system of absence 
on licence. About 800 mental defectives were discharged 
annually. Great progress had been and was being made. If 
any case of an institution thought to be unsatisfactory was 
brought to his notice, he would have it inquired into. 

In a reply on April 27 to Mr. Sorensen, Mr. WILLINK said 
the scarcity of materials and labour made it impracticable to 
provide newly built accommodation for mentally defective chil- 
dren at present, but local authorities had been invited by circular 
to submit proposals for acquiring and adapting suitable houses 
to meet their most pressing needs. The provision of accomnio- 
dation to meet the post-war needs of these children was under 
consideration, but the extent of such provision must necessarily 
depend upon the conditions then existing. 


Central Medical Board 

On April 25 Dr. MorGan asked the Minister of Health 
whether, in his negotiations up to the present with representa- 
tives of the profession, he had ascertained whether the medical 
profession were prepared to accept the Central Medical Board 
to be as outlined in the White Paper or whether their ideas 
ran in the direction of more unrepresentative corporate bodies 
such as the B.B.C., the Electricity Commissioners, the L.P.T.B., 
etc., or a corporate body of special constitution, practically 
granting workers’ control to the medical workers of the pro- 
posed medical service. Mr. WILLINK: No, sir. I have not yet 
received any official views from the profession's representatives 


on this subject. 
Medical History of the War 


On April 25 Mr. Viant asked the Minister of Health whether 
the Service Departments were supplying Sir Arthur MacNalty, 
editor-in-chief of the official Medical History of the War, with 
full information of the diseases that had occurred and were 
occurring in all the theatres of war. Mr. WILLINK: I under- 
stand from Sir Arthur MacNalty that every effort is being 
made by the medical branches of the Service Departments to 
secure, for the official Medical History of the War, as full infor- 
mation as possible concerning the diseases that have occurred 
or are occurring in all theatres of operations in which British 
forces are taking part. 


Research : Income Tax Concessions 

In the course of his Budget speech in the House of Com- 
mons on April 25, Sir JoHN ANDERSON emphasized the impor- 
tance of research. He said that any research expenditure of a 
capital character, which meant normally expenditure on labora- 
tory buildings, plant and machinery, should be allowed over a 
period of five years or over the life of the assets if shorter, 
as a deduction from profits for income fax purposes. In addi- 
tion, all current research expenditure, such as salaries, wages, 
cost of materials, repairs, and so forth, would be allowed as 
and when incurred by the trader. This allowance of capital 
expenditure over a period of five years would be the rule for 
research for a trading concern on its own account. In addition, 
he proposed that any payment, whether for a capital purpose 
or not, made by a trader to a central research body approved 
by the Department of Scientific and Industrial Research should 
be allowed, as and when made, as a deduction in computing 
the profits of the concern. Contributions to research being 
carried out by a university or college on matters of concern 
to the trader’s business would similarly be allowed. He hoped 
that there would be a much wider pooling of ideas and 
technique in the development of research. Industrial research 
workers must be provided not only with the physical apparatus 
which supplied their needs but with the motive that evoked their 
latent powers. 


Shortage of Beds for Tuberculosis 

In answer to Mr. Keeling Mr. WiLLINK said on April 27 that 
he knew there was a shortage of beds in sanatoria for tuber- 
culosis. Every effort continued to be made, so far as existing 
conditions allowed, to ease this problem by sanctioning emer- 
gency building within the present severe limitations of labour 
and materials; by recourse to whatever other supplementary 
accommodation could be made available, including beds in 
Emergency Hospitals ; and by endeavouring to remedy short- 
ages of staff required to bring additional beds into commission. 
During last year a net increase of some 1,500 beds was secured 


by these means. 
Penicillin 


On May 2 Major Lyons asked the Lord President of the 
Council what distribution of penicillin had been made by the 
appropriate committee of the Medical Research Council: on 
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what date or dates and to what aim were the quantities directed, 
respectively ; was any particular test or condition excluded owing 
to shortage of supply ; whether any and which of the recipient 
centres had published any report of its work in this connexion ; 
and had it yet been considered by him. Mr. ATTLEE circulated 
the following answer: “ The Penicillin Clinical Trials Committee 
appointed by the Medical Research Council is responsible for 
the distribution only of a part of the penicillin supply which 
is allocated for research in this country; the remaining and 
larger part is going to the Forces over-seas. The total quantity 
distributed by the committee up to the end of March, 1944, 
was about 500,000,000 units, of which about 420,000,000 units 
were divided between the hospitals in Oxford, London, and 
Edinburgh chosen as the main centres for clinical trial. The 
committee has also provided smaller supplies for specific 
clinical purposes to fourteen other centres in this country, and 
sixteen further projects for particular forms of study were 
approved at a recent meeting. The aim of these clinical trials 
is to treat cases under controlled conditions in order to deter- 
mine the value of penicillin in different diseases and the best 
methods of its use. No proposals for any promising investiga- 
tion have been rejected owing to shortage of supply. In some 
of the institutions work has not been in progress long enough 
to justify publication of results, but several reports have been 
issued and others are in prospect. A full account of the work 
at one of the main centres was published in the British Medical 
Journal on April 15. Such reports are of a technical nature, 
and were more for the consideration of the medical profession 
than of Ministers.” 

Mr. Peat, replying to Mr. A. Edwards on May 2, said that 
the production of penicillin was being increased as rapidly as 
possible. He regretted, however, that it was not possible to give 
any reasonable estimate of the time when supplies would be 
available for general use in this country, as this must depend, 
among other things, on Service requirements. 


Notes in Brief 


Firms outside the Therapeutic Research Association are making 
penicillin. Sir Andrew Duncan says the general policy is to encourage 
production on the widest possible lines. Fears of monopoly are 
unfounded. 








EPIDEMIOLOGICAL NOTES 


Discussion of Table 


In England and Wales during the week notifications of 
whooping-cough went up by 456, and those of measles by 
206, but there were 263 fewer cases of scarlet fever, and 154 
fewer of acute pneumonia. 

There were only a few exceptions to the general decline in 
the incidence of scarlet fever, notably Lancashire, with 28 more 
cases than last week. In several counties there was a big 
increase in whooping-cough, especially in Essex, Warwickshire, 
Lancashire, London, and Middlesex, with rises of 81, 53, 50, 
45, and 43 respectively over last week’s totals. Lancashire 
reported 84 more cases of measles than last week, and Middle- 
sex 43. The decline in acute pneumonia was greatest in the 
south ; the south-eastern and south-western counties accounted 
for 94 of the 154 fewer cases. 

* A rise of 25 was recorded in the notifications. of dysentery. 
The chief outbreaks were Northampton 37, Daventry R.D. 35: 
London 33, Woolwich 10; Southampton 21. Droxford R.D. 
10, Petersfield R.D. 10; Lancashire 21 ; Middlesex 12 ; Derby, 
Heanor U.D. 12. 

In Scotland the chief features of the returns were large rises 
in the notifications of measles, from 239 to 632 cases, and 
whooping-cough, from 56 to 178 cases. The rise in measles was 
due almost solely to the epidemic in Glasgow, where an increase 
of 333 was recorded over last week's figure. The biggest rises 
in incidence of whooping-cough were in the cities of Glasgow 
56, Aberdeen 35, and Dundee 15. The notifications of dysentery 
fell by 19 but the incidence is still high. A fresh outbreak 
was recorded in Orkney County, involving 22 persons; the 
other large returns were Edinburgh 24, Glasgow 11. 

In Eire the notifications of measles fell by 119, the highest 
returns for this disease being Dublin C.B. 73; Limerick C.B. 
36 ; Dublin, Dun Laoghaire U.D. 35 ; Cork C.B. 31. 

In Northern Ireland a general rise in infectious diseases was 
reported from Belfast C.B. Measles showed 12 more cases 
than last week, whooping-cough 11, and scarlet fever 8. 


Week Ending April 29 


The notifications of infectious diseases in England and Wales 
during the week included: scarlet fever 1,764, whooping-cough 
2,397, diphtheria 628, measles 2,055, acute pneumonia 711, 
cerebrospinal fever 71, dysentery 218, paratyphoid 4, typhoid 9. 


INFECTIOUS DISEASES AND VITAL ST ATISTICS 
We print below a summary of Infectious Diseases and Vitq 
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ANY QUESTIONS ? 


Localized Postural Oedema 


Q.—May I have an expert opinion on the following clinical 
problem? The patient, usually a young woman, complains of 
oedema of the feet and ankles and occasionally the legs over a num- 
ber of years. Sometimes this oedema is unilateral. Certain of these 
p.tients have work involving a great deal of standing, but as many 
have not. There is no familial history of the condition; no cardiac 
of renal abnormality; no varicose veins or phlebitis; no obvious 
pelvic lesion; no history of trauma; no flat feet or obvious vascular 
condition apart from some lividity of legs which does not resemble 


the type seen in erythrocyanosis crurum puellarum frigida. Radio- 
logical investigation of the bones is negative. The swelling is worse 
at night and relieved by rest. It is not associated with pain. Could 


you suggest any other aetiological factors and lines of treatment ? 


A.—This is an excellent description of the condition known as 
idiopathic oedema, or, preferably, localized postural oedema. It is 
more frequent than is generally realized, as medical officers super- 
vising women in industry and the Services have recently discovered. 
It often gives rise to needless alarm and is always troublesome to 
treat. In health, the filtration pressure of the blood in the capillaries 
is balanced by the osmotic pressure of the plasma proteins. The 
high venous pressure in the lower extremities, particularly in the 
erect position, entails a rise in the capillary pressure and therefore 
in the tendency to filtration of fluid into the tissues. Transudation 
of fluid into the legs on standing can be demonstrated in both males 
and females, and distinct oedema will occur if the foot is allowed 
to hang down motionless for some time. Normally, fluid does not 
accumulate, being expressed from the limbs by muscular movements 
and changes in position. It is a little difficult to see why the 
mechanism should break down and oedema develop in women, 
particularly young women. Diminished elasticity of the tissues is 
one factor, more particularly in association with ‘ight shoes, high 
heels, and wrong posture. The water-retaining properties of the 
female sex hormones are probably.also important, and it may be 
found that the oedema is worse about the time of menstruation. 
Local treatment is more effective than general, and consists in avoid- 
ance of high heels, massage and exercises of the ankles, contrast 
baths, and strapping with adhesive tape. It would be interesting to 
get statistics on the frequency of postural oedema in those who 
dance and those who don’t, but reasoning a priori, the factory girls’ 
passion for dancing should not be discouraged. Sometimes a formal 
manipulation of the ankle may be desirable. Tight garters, etc., 
should of course be avoided and overweight should be reduced. Of 
gereral measures, restriction of salt is probably the most rational. 
Calcium salts are indicated in theory but disappointing in practice. 
— doses of thyroid and large doses of alkalis have also been 
used. 

A Case of Bacterial Food-poisoning 


Q.—A child, then aged 11 months, contracted a Salmonella 
poisoning, due to B. aertrycke, eleven weeks ago. Diarrhoea lasted 
six weeks, and there are still brief relapses, with loose motions, and 
the faeces are still infected. The usual treatment was given in the 
acute phase, and two courses of sulphaguanidine. What further 
treatment can be given to clear the infection? 


A.—It is still a common assumption that an attack of bacterial 
food-poisoning produces such a violent reaction in the alimentary 
tract that everything, including the infecting organism, is quickly 
eliminated. The use of more selective culture media has shown, 
however, that after an attack of gastro-enteritis due to one of the 
Salmonella organisms the pathogen may persist in the gut for days 
or weeks after the patient is clinically well. As a rule these con- 
valescent carriers clear up in 3 to 6 weeks, and only very rarely 
after infection with a Salmonella organism of the food-poisoning 
type does a chronic carrier-state supervene. In such cases aspiration 


of duodenal contents should be done, as is advised in dealing with 
enteric carriers, to find if the pathogen is living in the gall-bladder. 
In children, infection with certain members of the Salmonella family 
is often accompanied by systemic invasion, giving rise to such con- 
ditions as continued fever and meningitis. It is also possible, as 
happens with the enteric group, that the organism may settle in the 
bone marrow. 

In this particular instance the best advice is to “ wait and see.” 
The chances are that the carrier condition will clear up spontane- 
ously, but if the organism continues to be excreted in the faeces in 
considerable numbers for 2 to 3 months more the likelihood is that 
there is a reservoir of infection either in the gall-bladder or in the 
bone marrow. If the gall-bladder is incriminated, cholecystectomy 
gives the best prospect of cure, although such a radical operation 
may not be thought advisable for the carrier of an organism which 
is not likely to cause serious illness in others. The intestinal sulphon- 
amides by themselves are unlikely to effect a cure. Small daily 
doses of mag. sulph., such as used to be given for the treatment of 
bacillary dysentery, should be tried. American workers have claimed 
success from the use of the iodophthalein dyes for the treatment of 
enteric carriers, but this claim has not been substantiated by British 
workers. 

Cause and Treatment of Sprue 

Q.—What is the current accep d view of the cause of sprue? 
Would it be possible briefly to state the general line of treatment, 
“especially in the control of intestinal flatulence with the passage of 
stinking gases ? 


A.—The cause of sprue is unknown, but it is suggested that a 
dietetic deficiency, possibly some components of the vitamin B, 
complex but not of nicotinic acid only, brings about a metabolic 
breakdown leading to interference with the normal absorption, 
particularly of fats, from the alimentary tract. The basis of treat- 
ment consists in a high-protein, low-fat, low-carbohydrate diet, and 
the Ministry of Food has arranged for patients suffering from sprue 
to be allowed an extra meat ration in lieu of their butter. The 
total initial amount of diet depends on the severity of the disease 
and the tolerance of the patient, and is gradually increased as the 
patient improves. An average trial diet might consist of 3 to 
5 oz. of underdone minced lean meat three times daily, with 
jelly, orange juice, a little glucose, rusks, and apple jelly; in the 
early stages of severe cases “ sprulac ” (a defatted dried milk powder) 
is useful. The absorptive failure in sprue may be associated with 
secondary nutritional defects. Commonly there is a macrocytic 
anaemia requiring the administration of liver extract—e.g.,- equiva- 
lent to half pound fresh liver daily—while vitamin C and nicotinic 
acid—e.g., 200 mg. daily—are important. Riboflavin may also be 
indicated where there is stomatitis, and hydrochloric acid in the 
presence of achlorhydria. Under proper dietetic treatment the 
symptoms usually subside rapidly and the patient steadily improves, 
but occasionally diarrhoea or meteorism may be troublesome for a 
time; in such cases castor oil followed by powdered chalk, charcoal, 
and kaolin may be useful. Any associated infection—e.g., B. coli 
urinary infection, which is not uncommon—should be treated on 
ordinary lines. ; 

Indications for Circumcision 

Q.—What is the modern teaching regarding the indications for 
circumcision? We feel that a great many unnecessary circumcisions 
are performed. Is it not sufficient in mild degrees of phimosis with- 
out obstruction to employ passive stretching instead? Ls it justifiable 
to perform circumcisions where neither of these indications is 
present? We are under the impression that the prepuce subserves a 
useful purpose i protecting the glans penis. 


A.—I agree that circumcision is often carried out unnecessarily. 
In the great majority of cases the prepuce can be separated from 
the glans penis with a blunt probe and withdrawn. Sometimes 
stretching’ is also required, and this can be done by means of 
vaselined artery forceps. Only when the prepuce is a very long one, 
or cannot be stretched, is circumcision necessary. Paediatricians 
say that many of these cases right themselves in time. But as 
circumcision in childhood has disadvantages unattached to circum- 
cision in infancy, it is better not to rely on this. The prepuce 
undoubtedly has a function, but so far as can be seen circumcized 
men are not in any way penalized. They have the advantage of 
avoiding such troubles as recurrent attacks of balanitis and carci- 
noma of the penis. 


Toxic Effects of Emetine 
Q.—What are the possible toxic effects of emetine when used in 
the treatment of amoebic dysentery? Textbooks warn us to watch 
for toxic manifestations, which are described as “ cardiac” and 
“ neuritic”’; but details are usually lacking. 


A.—Tachycardia and cardiac irregularity sometimes occur after 
emetine has been given, but evidence of myocardial damage after 
therapeutic doses—e.g., 1 gr. daily intramuscularly or subcutaneously 
for not more than 10 days—is rare, and this is confirmed by electro- 
cardiographic tracings. After intravenous injection, or large doses, 
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the tracings may show delayed conduction, diminution in voltage, 
and lowering or inversion of the T wave. It seems reasonable, 
therefore, to insist that patients receiving emetine should remain 
in bed during the whole course of treatment, and that the standard 
dosage recommended above should not be exceeded. Emetine in 
excessive or prolonged dosage may cause diarrhoea, and the recur- 
rence of diarrhoea towards the end of treatment for amoebic 
dysentery may be due to the drug; although this is rare, it some- 
times leads the unwary to prolong the course excessively. Neuritis, 
myositis, desquamation, and atrophy of the nails have been recorded 
after emetine, but are uncommon. Apart from the fact that on 
therapeutic grounds closely repeated courses of the drug are rarely 
needed, it is undesirable, having regard to possible toxic effects, to 
repeat a course of emetine without allowing an interval of a week 
or two to elapse. 


Solar Dermatitis 


Q.—For many years I have had a patient who suffers from violent 
dermatitis due to the sun’s rays. He is liable to boils and cracks 
of the face on any bright day. So acute is it that he cannot go out 
in bright weather and has to spend his time in a darkened room. 1 
should be most grateful for any suggestion. 


A.—A 10% freshly prepared watery solution of tannic acid is 
often successful. It should be applied to the exposed skin and 
allowed to dry on. When quinine is obtainable it may also be 
similarly -used in a protective paste. 


Ringworm of Nail 
Q.—May / have advice on treatment of ringworm of the nail ? 


A.—Since drastic treatment is called for in this rare and rebellious 
form of ringworm, it is important to establish the diagnosis by 
microscopical examination or by culture. Complete surgical removal 
of the nail followed by dressing with 2% chrysarobin may succeed. 
Treatment with thorium X has proved successful in some cases. 


The Oxford Vaporizer 


Q.—(1) What precautions are necessary when using the Oxford 
vaporizer on a 6-weeks-old infant and in an old man of 80 years ? 
What is the procedure to be adopted for the operation of tonsil- 
lectomy in children? (2) In what circumstances must the expira- 
tory valve be screwed down? (3) Is it essential to deliver the air- 
ether mixture by compression of the bellows during the whole opera- 
tion? (4) How much ether is to be put in for an operation lasting 
half an hour? and (5) is it safe to recover the remaining ether 
immediately after the operation? (6) Is it safer to use choloroform 
rather than ethyl chloride for induction ? 


A.—Many of the points raised in this query are dealt with in the 
booklet of instructions issued with the Oxford vaporizer. (1) No 
precautions are needed in an old man of 80, but in a 6-weeks-old 
infant, and for tonsillectomy, the bellows are used as a vis a tergo 
to drive over the ether-air mixture to the patient. (2) The expiratory 
valve shou'd be fully opened except in the rare cases in which the 
apparatus is used for artificial respiration. Here the expiratory 
valve is screwed down so that when the bellows are compressed air 
will be forced into the patient’s lungs, and not escape out of the 
expiratory valve. (3) No, if the face-piece is firmly applied, com- 
pression of the bellows is unnecessary; when the patient breathes, 
air is drawg ip and directed through the ether chamber so that known 
concentrations of ether vapour reach the patient. (4) The amount 
of ether used depends very much on the type of patient and on the 
type of operation; roughly speaking 2 oz. will be used in an opera- 
tion lasting half an hour. (5) It is quite safe to recover the ether 
remaining after “ie operation; it is equa'ly safe to leave it in the 
vaporizer for many months. (6) The vaporizer can be used equally 
well after induction with either chloroform or ethyl chloride. The 
method of induction. must be left to the man on the spot. An 
anaesthetic agent is made safe or dangerous by the man who uses it. 


Marriage after Oophorectomy 


Q.—Nine years ago a patient had her ovaries removed. She now 
wishes to marry (she will be aged 31 this year) and wants to know 
how this affects her physically, apart from not being able to have 
a child. How much ought she to tell her proposed husband, and 
will she be cheating him physically? She has been told by friends 
that in her state sexual intercourse is impossible. She is a highly 
intelligent young woman, virgin, and very sensitive. How would 
you suggest she should broach the subject to her fiancé, and how 
much do you think it best I should tell her ? 


A.—This is the sort of question which can really be answered 
much better by the family doctor than by the expert. One wouid 
like to know more about the reason for the removal of the ovaries 
at the very early age of 22, and much more about her psychology 
and that of her prospective husband. In general I think it is safe 
to say that she should tell him the whole truth. In the long run 
it would probably be better for the match to come unstuck now 


ent 


rather than that she should be accused later of deception or, worse 
still, have to conceal so intimate a matter all her life. There is no 
reason to believe that she will be cheating him physically. [¢ her 
vagina is normal he will be able to have intercourse with her 
normally. It is possible that she herself will not obtain the fullesr 
possible pleasure, but even this does not necessarily follow, for 
some women continue to have orgasm after the menopause. She 
herself should be told the whole truth. As she is a very sensitive 
girl, you might well suggest to her that you should explain things 
to her fiancé, but whether you take this course must depend 
your estimate of her character and his. The question of substitution 
therapy might be considered, but only if she has menopausal 
symptoms. If these are present they will probably be well controlled 
by | mg. hexoestrol daily, or even less. 


LETTERS, NOTES, ETC. 


Tonsillectomy in Children 


Dr. L. Ditton Matone (Birmingham) writes: I feel deeply 
indebted to Mr. Morton Marks for his letter on tonsillectomy in 
children (March 25, p. 436). After fifteen years in general practice 
I became increasingly sceptical about the advantages and benefits to 
health anticipated from this operation. But of the harm done to a 
child by neglect in having adenoidal vegetations removed, I have 
been acutely aware for some years now. At the present moment 
my youngest child is experiencing and illustrating some of these 
effects—continual “* head colds,”’ increasing mouth-breathing, culmin- 
ating in almost complete deafness. The surgeon who will deal 
with him when the acute catarrhal condition has subsided (and whom 
I met for only a few minutes; my family is evacuated, my wife 
doing a duration locum in the country) agreed with me that more 
i'l-health results from “ adenoids” than from unhealthy tonsils. 
My wife, however, and a G.P. friend, for both of whose opinions 
I have a very genuine esteem, in collusion, later beat me down on 
the point. 
months back to the same effect from a Shrewsbury surgeon (refer- 
ence not to hand) have given me the moral support I need. The 
child will regain his hearing but retain his tonsils, and will suffer 
very much !ess pain and distress. 


Pregnancy and Tuberculous Spine 


Dr. Wittiam D. Gray (Bishop Auckland) writes: With reference 
to the “ Any Questions?” of April 15 (p. 545) under the above 
heading, I have personal knowledge of three cases of the above. 
All were delivered of healthy babies, who are now growing up all 
right. Two of the mothers have suffered ill effects from the 
pregnancy. The first patient, now aged 32, conceived while lying 
in a plastic bed at home, and extension of the disease was found 
at the next x-ray examination. After delivery she developed a psoas 
abscess, which came and went, but has again recurred six years after 
delivery. The second patient, aged 26, who had a bone graft done 
when she was three or four months pregnant, was all right for seven 
months, but then developed a cold abscess on the back in the region 
of the graft. This disappeared after aspiration. She kept well for 
a further sixteen months, when she complained of pain in the back 


and loins, and x-ray examination showed partial absorption of the 


graft on the right side and a small paravertebral abscess. She is 
now awaiting further treatment. The third patient, aged 28, has 
gross kyphosis of the spine with extreme deformity, and had a sinus 
discharging for some years until 1941. X-ray examination at that 
time showed bony fusion. Her baby was born in 1943, but so iar 


no evil effects have been noted. 


Breathing Exercises 


Mr. Harotp CHapMaNn (London, W.1) writes: Reference to the 
use of breathing exercises after removal of tonsils and adenoids is 
made in the Journal of April 29 (p. 609). Children frequently con- 
tinue to keep their lips apart as a habit subsequent to the removal 
of tonsils and adenoids. If the relations of the upper and lower 
incisors are correct when the jaws are closed normally, the open 
mouth can be cured by the simp'e exercise of holding a light object 
—e.g., an aluminium rod, 2 to 3 in. long, attached to tape which 
goes round the neck—with the lips. The more this exercise is done 
the quicker will a cure be effected. One should aim to hold the 
exerciser for an hour without releasing it; a skilled teacher is not 
essential for this; I give a few typed instructions. If the relations 
of the incisors are not normal, then it may not be reasonable to 
ask a child to keep the lips closed until the teeth have been cor- 
rected: when this has been done it is usually found that the bad 
habit has disappeared without treatment for the condition. 


. Disclaimer 


Dr. Ke1tH Grocono wishes it to be known that any article or 
photograph published in the lay press about his branch surgery was 
entirely without his knowledge or consent. 


Mr. Morton Marks’s letter and another I recall some . 
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